
 
 
 
 
 
 
 
 
 
 
 

 
 

This thesis has been submitted in fulfilment of the requirements for a postgraduate degree 

(e.g. PhD, MPhil, DClinPsychol) at the University of Edinburgh. Please note the following 

terms and conditions of use: 

 

This work is protected by copyright and other intellectual property rights, which are 

retained by the thesis author, unless otherwise stated. 

A copy can be downloaded for personal non-commercial research or study, without 

prior permission or charge. 

This thesis cannot be reproduced or quoted extensively from without first obtaining 

permission in writing from the author. 

The content must not be changed in any way or sold commercially in any format or 

medium without the formal permission of the author. 

When referring to this work, full bibliographic details including the author, title, 

awarding institution and date of the thesis must be given. 

 



1 
 

 

 

 

 

Reanalysis of Existing Data on Perceived Benefits, 

Barriers and Solutions to Accessing Greenspaces in 

Deprived Communities 

 

 

Safir Maner 

 

 

Doctorate in Clinical Psychology 

August 2020 

 





3 
 

Contents 

Abstract……………………………………………………………………………………………6 

Lay Summary……………………………………………………….……………………………..7 

Acknowledgements………………………………………………………………………………..8 

 

1  A systematic review of the effectiveness of Compassion Focused Imagery in improving 

psychological outcomes in clinical and non-clinical adult populations…………………………...9 

 1.1 Abstract……………………………………………………………………………….10 

 1.2 Introduction…………………………………………………………………………..11 

 1.2.1 Compassion………………………………………………………………...11 

 1.2.2 Compassion Focused Therapy……………………………………………..12 

 1.2.3. Aims of the Review………………………………………………………………..13 

 1.3 Methods………………………………………………………………………………15 

 1.3.1 Search strategy……………………………………………………………...15 

 1.3.2 Study selection and eligibility criteria……………………………………...16 

 1.3.3 Data Extraction…………………………………………………………….18 

 1.3.4 Assessment of Quality and Risk of Bias…………………………………...18 

 1.3.5 Effect sizes……………………………………………………...………….19 

 1.4 Results………………………………………………………………………………..21 

 1.4.1 Study Characteristics………………………………………………………22 

 1.4.2 Assessment of Risk of Bias………………………………………………...27 

 1.4.3 Psychological Outcome Measures…………………………………………28 

 1.4.4 Effectiveness of CFI in Improving Psychological Outcomes……………...30 

 1.4.4.1Studies without a control imagery condition……………………...30 

 1.4.4.2 Studies with a control imagery condition………………………...31 

 1.4.5 Impact of CFI across different populations………………………………...32 

 1.5 Discussion……………………………………………………………………………34

 1.5.1 Heterogeneity of outcome measures used………………………………….36 

 1.5.2 Strengths and limitations…………………………………………………...37 

 1.5.3 Conclusions………………………………………………………………...37 

References……………………………………………………………………………………….38 

 

2 Exploring Self-compassion in Adults who experience Dissociative Seizures…………...45 

2.1 Abstract……..………………………………………………………………………...46  

 2.2 Introduction…………………………………………………………………………..47 

 2.2.1 Psychological understanding of Dissociative Seizures ……………………48 

 2.2.2 Effectiveness of Psychological Interventions on Dissociative Seizures …...50 

 2.2.3 Compassion and Dissociative Seizures ……………………………………50 



4 
 

 2.3 Methods………………………………………………………………………………53 

 2.3.1 Participants…….…………………………………………………………... 53 

 2.3.2 Design……….…………………………………………………………….. 54 

 2.3.3 Ethical Approval……………………………………………………………54 

 2.3.4 Procedure…………………………………………………………………...55 

 2.3.5 Interviews…………………………………………………………………..57 

 2.4 Termination of the study……………………………………………………………...60 

 2.4.1 Reflections………………………………………………………………….61 

References………………………………………………………………………………………...63 

 

3 Reanalysis of Existing Data on Perceived Benefits, Barriers and Solutions to Accessing 

Greenspaces in Deprived Communities……………………………………………… .………...67 

 3.1 Abstract ………...………..…………………………………………………………..68 

 3.2 Introduction ………………………………………………………………………….69 

 3.3 Methods …………..………………………………………………………………….73

 3.3.1 Ethical Approval…………….……………………………………………...73

 3.3.2 Design………………………………………………………………………73 

 3.3.3 Participants and Recruitment……………………………………………….73 

 3.3.4 Interviews…..………………………………………………………………75 

 3.3.5 Procedure for the Secondary Analysis ……….……………………………76 

 3.3.6 Analysis and Reflexivity ……………………..……………………………76 

 3.4 Results ………………………………………………………………………………78 

                        3.4.1 Coding and the Main Themes………………………………………………79 

 3.4.2 Benefits of Spending Time in Greenspaces ………………………………..81 

 3.4.2.1 Positive Impact on Mental Health and Well-Being………………81 

 3.4.2.2 Social Connectedness…………………….………………………82 

 3.4.3 Barriers to Spending Time in Greenspaces………………………………84 

 3.4.3.1 Psychological Barriers……………………………………………84 

 3.4.3.2 Time Pressures ………………………………….………………..85 

 3.4.3.3 Greenspaces perceived as being ―boring‖….….….………………86 

 3.4.3.4 Availability of technology……….……………………………….87



5 
 

 3.4.4 Proposed Solutions to Increase Engagement with Greenspaces………......88 

 3.4.4.1 Willingness to Engage with Greenspaces……………………….88 

  3.4.4.2 Organised Community Events and Activities…….…..…………90 

 3.4.4.3 Raising Awareness………………………………………………91 

                         3.4.5 Theory construction………………………………………………………..92 

 3.5 Discussion…………………………………………………………………………...93 

 3.5.1 Relevance of the Current Findings to Existing Literature………………….93 

 3.5.2 Strengths……………………………………………………………………97 

 3.5.3 Limitations………………………………………………………………….97 

 3.5.4 Limitations of the secondary analysis………………………………………98 

 3.5.5 Conclusions…………………………………………………………………99 

References………………………………………………………………………………….…....100 

  

Appendices……………………………………………………………………………………...106 

 Appendix A: Submission Guidelines for Psychology and Psychotherapy ……………..107 

 Appendix B: Studies excluded from systematic review …………..…….…………….115 

 Appendix C: Ethical approval letter for Dissociative Seizures study ….…….……….116 

 Appendix D: Participant Information Sheet and Consent Sheet ……….……………..117 

 Appendix E: Dissociative Seizures Study Interview Schedule ….….…………………122

 Appendix F: Questionnaires …….……………………………………………………..123 

 Appendix G: Submission Guidelines for Environment and Behaviour …….…………129 

 Appendix H Ethical Approval Letter for Greenspaces study … …………….………...132 

 Appendix I Greenspaces Study Interview Schedule and Suggested prompts………….133 

 Appendix J: Participant quotes supporting all of the emergent themes ……….………134 

 

  



6 
 

Abstract 

This thesis was initially designed to include two papers, both relating to the study of compassion: 

a review paper focusing on the effectiveness of Compassion Focused Imagery (CFI) and an 

empirical qualitative research project exploring self-compassion with adults who experience 

Dissociative Seizures. Due to Covid-19 outbreak the empirical research project was terminated 

before the completion of data collection. Therefore a third paper was included in the thesis, which 

presents a secondary analysis of an existing dataset from a qualitative project unrelated to 

compassion.  

 

Paper 1 presents a systematic review of the effectiveness of CFI on psychological outcomes 

across clinical and non-clinical populations. The aims of the review were to provide qualitative 

synthesis of existing literature and to provide effect size calculations for outcome measures 

relevant to compassion literature (self-compassion, self-criticism and shame). Sixteen records 

were identified and reviewed. Most of the studies reported improvements in self-compassion and 

positive affect, reduction in self-criticism, shame and paranoia. Effect sizes ranged between 0.19-

0.99 across measures of self-compassion, self-criticism and shame. Methodological weaknesses 

and heterogeneity between the studies make it difficult to draw strong conclusions regarding the 

effectiveness of CFI as a stand-alone intervention.  

  

Paper 2 presents the rationale and methods for the terminated empirical project on Self-

compassion and Dissociative Seizures. Dissociative Seizures refer to paroxysmal events that 

resemble epilepsy without the epileptic activity in the brain. The qualitative project had intended 

to explore patients‘ views and experiences with Self-Compassion and their perceived barriers and 

facilitators to taking a self-compassionate stance. Even though it was not possible to complete the 

project, it was felt important to document the work undertaken so far for reasons of transparency 

and for demonstration of relevant research competencies. 

 

Paper 3 presents a secondary analysis on an existing dataset which was initially recruited as part 

of an MSc research project in 2018. This was a qualitative research project exploring the views of 

participants from deprived communities, about the perceived benefits, barriers and proposed 

solutions to increasing engagement with greenspaces. The dataset was considered suitable for 

secondary analysis since first wave of analyses indicated divergence of themes among the 

research team. Eleven unidentifiable interview scripts were analysed using a constructivist 

Grounded Theory approach. Since external factors impacting on engagement are already well 

discussed in literature, the analysis presented focused on less well-covered themes and themes 

relating to internal factors. The emergent themes were discussed in the context of existing 

literature to facilitate future interventions for improving engagement.  
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Lay Summary 

Compassion refers to the ability to recognise our or others‘ distress and to act towards relieving 

it. The first two papers presented in this thesis relate to the study of compassion.  

 

The first paper is a review of the evidence for how well compassionate imagery (imagining 

receiving compassion from others or from ourselves) helps with psychological well-being. The 

review found 16 studies which used compassionate imagery. Most of these studies reported 

improvements in psychological outcomes (such as being more self-compassionate, having less 

self-criticism, shame and paranoia) after participants completed brief compassionate imagery 

sessions. However the review showed that some of these studies were not methodologically 

strong, which makes it more difficult to draw conclusions about the effectiveness of 

compassionate imagery.  

 

The second paper outlines a research project which aimed to explore how people with 

Dissociative Seizures experience compassion and what barriers they perceive in being more self-

compassionate. Dissociative Seizures refer to sudden epilepsy-like seizures, although there is no 

epileptic activity in the brain. Previous studies show that patients who experience these seizures 

can have a negative perception of themselves, can be self-critical and experience shame with 

regards to their condition. This research project aimed to interview patients with Dissociative 

Seizures to explore their experiences with compassion and what helped them or prevented them 

from acting self-compassionately. Unfortunately due to Covid-19 outbreak, it was not possible to 

complete this study. This paper outlines the reasons for designing this research project and how it 

was intended to be carried out, should it have been possible to do so. 

 

To be able to show the necessary research skills, a third paper was included in the thesis which 

provided the opportunity to analyse and appraise results. This paper presents a repeat analysis of 

existing interviews, which were previously collected as part of a different project in 2018. This 

study related to greenspaces (e.g. areas of vegetation, such as parks, woodlands, meadows). 

Greenspaces are known to have significant psychological and physical health benefits and can 

particularly benefit individuals in deprived communities. The project aimed to find out views of 

individuals from deprived communities, about what benefits and barriers to spending time in 

greenspaces they experienced, and their proposed solutions to improve how much people spend 

time in greenspaces. The analysis focused themes that are less frequently discussed in the field to 

inform future interventions to help people attend and spend more time in greenspaces.   
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1.1 Abstract 

 

Compassion-focused imagery (CFI) is a technique used to facilitate self-compassion by 

constructing and exploring imagery of a compassionate ideal. It is commonly used in 

Compassionate Mind Training, as part of a wider skills training intervention. This review aimed 

to explore the effectiveness of CFI on psychological outcomes, when it is used as a brief 

standalone intervention across clinical and non-clinical adult populations. Population-specific 

effects were also explored.  

Following an extensive literature search, sixteen records were identified for inclusion in the 

review. Quality and risk of bias assessment was completed using the Effective Public Health 

Practice Project (EPHPP) tool. Where available, effect sizes were calculated for outcome 

measures of self-compassion, self-criticism and shame. Study findings were qualitatively 

synthesized. 

Most of the studies reported improvements in psychological outcomes, such as improvements in 

self-compassion and positive affect, reduction in self-criticism, shame and paranoia. Effect sizes 

varied between 0.19-0.99 across measures of self-compassion, self-criticism and shame. The 

findings were evaluated in the context of methodological weaknesses and heterogeneity between 

the studies. It was not possible to ascertain population specific effects of CFI across all of the 

clinical samples included. However results were discussed in relation to additional specific needs 

some clinical populations may need during CFI interventions.  

 

 

Keywords: Compassion Focused Imagery, Compassion Focused Therapy, Compassionate Mind Training 
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1.2 Introduction 

1.2.1 Compassion 

The construct of compassion, which can be traced back to ancient Buddhist traditions, has 

received increasing attention from Western science over the last decades (Barnard & Curry, 

2011; Gilbert, 2005). Compassion has been conceptualised through different perspectives and 

there is a lack of consensus about its definition, operationalisation and measurement (Strauss et 

al. 2016; Muris & Petrocchi, 2017). Earlier definitions of compassion focused on the emotional 

component of compassionate experiences, defining it as an empathic distress or a combination of 

emotions such as love and sadness in reaction to others‘ distress (Goetz, Keltner & Simon-

Thomas, 2010). However it is now recognised as a multi-dimensional construct which includes 

cognitive, affective and motivational elements (Jazaieri et al. 2013; Strauss et al. 2016).  

 

Compassion can be described as an affective state which arises as a response to others‘ suffering 

and results in a desire to help (Goetz, Keltner & Simon-Thomas, 2010). Similarly, Gilbert 

(2010a) described compassion as ‗a sensitivity to suffering in self and others with a commitment 

to try to alleviate and prevent it‘.  He conceptualised compassion as part of an evolutionary 

motivational affect system which helps to regulate negative affect, respond to the distress of self 

and others, and facilitate feelings of safeness and warmth (Gilbert, 2014).  

 

Three separate orientations are described to facilitate compassionate feeling: compassion for 

others, compassion from others and self-compassion (Gilbert, 2009). Experiences of compassion 

has been shown to affect mental health and well-being. Studies observed negative associations 
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between self-compassion and psychopathology (MacBeth & Gumley, 2012), rumination and self-

criticism (Neff, Kirkpatrick & Rude, 2007). There is a growing body of compassion-based 

interventions, which aim to facilitate cultivation of compassion towards self and others (Kirby, 

2017). There is emerging evidence into the effectiveness of these interventions, in improving 

negative affect and reducing psychological distress, facilitating the experiences of compassion, 

self-compassion, mindfulness, and improving well-being (Kirby, Tellegen & Steindl; 2017).  

 

1.2.2 Compassion Focused Therapy  

Compassion-Focused Therapy (CFT)  which was developed by Paul Gilbert, combines an 

evolutionary perspective with neuroscience, attachment and social mentalities theories to provide 

a framework for the therapeutic application of compassion (Gilbert, 2010a). It was originally 

developed for clients with high levels of self-criticism and shame who have difficulty generating 

self-warmth and who report limited affect shift, despite being able to generate alternative 

thoughts during cognitive behavioural therapy (Gilbert & Proctor, 2006).  

 

The CFT model proposes that throughout evolution, humans have developed three motivational 

affect systems with distinct neurophysiological substrates – the threat system, the drive system 

and the soothing system (Gilbert, 2010a): According to the model, the threat system corresponds 

to the fight or flight reactions in mammals; the drive system enables reward-based goal 

attainment behaviours and the soothing system  is connected to the attachment processes, 

promoting a sense of safeness and affiliation . An imbalance between these systems is proposed 

to contribute towards psychological distress (Depue & Morrone-Strupinsky, 2005; Gilbert, 2009). 

Therefore one of the aims of the therapy is to restore this balance by improving the individuals‘ 

awareness of their affective systems and cultivating a more compassionate self-to-self 
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relationship through the acquisition of compassionate attributes and skills (Gilbert, 2009). This is 

therapeutically done through Compassionate Mind Training (CMT), which refers to the range of 

techniques, such as soothing-rythm breathing, compassionate imagery, letter-writing, enactment 

of compassionate self and chair work, that help with the acquisition of compassionate attributes 

and skills (Gilbert, 2010b). 

 

An early systematic review of fourteen studies across clinical and non-clinical samples provided 

a summary of favourable outcomes for CFT such as improvements in mood, compassion and 

well-being (Leaviss & Uttley, 2015) .  A subsequent review demonstrated a range of small to 

large treatment effects for CFT in self-compassion, shame and self-criticism across clinical 

samples (Tsivos, 2015). Even though the emerging evidence was promising, both reviews drew 

attention to the lack of large and well controlled study designs, inconsistencies in measurement 

and  heterogeneity within the content of CFT interventions.  

 

1.2.3 Aims of the Review 

While evidence for the effectiveness of CFT interventions is emerging, less is known about the 

effectiveness of the specific components and mechanisms of action that make up the therapeutic 

process (Campbell et al., 2019). This is important in the context of transdiagnostic interventions 

when different components may be differentially effective for different client groups. A better 

understanding about the effectiveness of the therapeutic components of CMT could help 

clinicians develop interventions which are better-tailored towards the needs of their clients.  

 

One of the commonly used components of CMT is Compassion Focused Imagery (CFI). By 

constructing and exploring imageries of a compassionate ideal (self or other), CFI encourages the 
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clients to imagine compassionate attributes through this imagined ideal and practice embodying 

this ideal over time (Gilbert, 2009).  

 

CFI is proposed to activate the soothing system by providing an internal compassionate 

representation and by facilitating feelings of warmth and affiliation (Gilbert & Irons, 2005). 

Physiological studies indicate that CFI can evoke different heart rate variability and cortisol 

reactions, some individuals experiencing increased heart rate  variability (HRV) and a drop in 

cortisol (suggesting activation of soothing system), whereas others showing reduced HRV 

(suggesting a threat-based reaction) (Rockliff, 2008). These differences indicated that individuals 

with high-self criticsm and insecure attachment may experience CFI to be threatening. Similar 

findings were also noted where individuals with high trait self-criticism experienced difficulties 

in generating compassionate imagery and instead accessed hostile and self-critical images more 

easily (Gilbert et al. 2006).  

 

The present review aimed to explore the effectiveness of CFI on psychological outcomes when it 

was used as a brief and stand-alone intervention. The research questions were as follows:  

1. What is the effectiveness of CFI in improving psychological outcomes for clinical and 

non-clinical adult populations?  

2. Are there any population specific effects of CFI across different clinical samples? 
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1.3 Method 

An initial search was completed within the CRD Database Abstracts of Reviews of Effects 

(DARE) and PROSPERO to ensure a similar review was not already completed. A systematic 

review protocol was developed between November – December 2019 by the lead author, which 

has been registered on PROSPERO (Project ID: CRD42019158720).  

 

1.3.1 Search Strategy 

An extensive literature search was conducted, using online bibliographic databases MEDLINE 

(via Ovid), Embase, PsycINFO, PsycARTICLES. Time restrictions were not set for the database 

searches. Ahead of print and in-press publications were included where possible. PROQUEST 

was also searched to identify any unpublished thesis studies relevant to the review questions. 

Additionally, reference lists of studies included in the review were hand-searched for relevant 

articles. Key journals, conference proceedings, posters and other internet resources were also 

reviewed for identifying studies that may fit the eligibility criteria.  

 

Scoping searches were conducted to identify the most inclusive and relevant search terms. A 

research librarian was consulted for developing an effective search strategy. Table 1.1 presents 

the search strategy. The strategy captured hyphenated versions of all terms to ensure a 

comprehensive search. Only studies written in English language were included in the review due 

to limited resources for translation. The search was completed by the lead author in December 

2019. 
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Table 1.1 The search strategy 

Search Search Term 

1 Compas* 

2 Image* 

3 (1) and (2) 

4 Deduplicate (3) 

 

1.3.2 Study Selection and Eligibility Criteria 

Following the database searches, studies were screened for eligibility by scanning the titles and 

abstracts. Studies which appeared appropriate for inclusion were exported into EndNote for full 

text review before a decision was made regarding their eligibility. The following eligibility 

criteria were applied when screening studies for inclusion:  

 

Population: To maintain a wider scope, the review included studies with both clinical and non-

clinical adult populations. Studies with children and adolescent participants (under 18 years of 

age) were excluded from the review.  

 

Intervention: Studies which included compassion-focused imagery as the primary intervention 

were included in the review. The interventions could be delivered within any medium (e.g. face 

to face, online, group, participant-led at home). Compassion-focused imagery was defined as 

imagery interventions where the aim was to improve and facilitate participants‘ ability to hold 

more compassionate views of themselves by imagining a more compassionate self, other or a 

thing. This definition is congruent with Gilbert‘s theoretical model of compassion (Gilbert, 2009) 

and is frequently used in compassion-focused therapy interventions. Studies which used an 

imagery intervention based on a different conceptualisation of compassion  (e.g. Loving 

Kindness meditation) were not included due to differences in theoretical and conceptual 

underpinnings. 
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Studies which included an additional psychoeducation component about compassion (prior to the 

imagery intervention) were not excluded from the review, since such psychoeducation provides a 

rationale for the intervention and is routinely incorporated into compassion focused therapy 

interventions (Gilbert, 2010a). However, where other aspects of compassion-focused 

interventions (e.g. letter writing/chair work/self-talk) or other psychological interventions were 

incorporated alongside the imagery intervention, these studies were excluded from the review.  

 

Comparator: A comparator  imagery control condition was not set ahead of time. Studies which 

did not include a control condition were not excluded from the review. 

 

Outcomes:  Only the studies which adopted an experimental study design, with pre- and post- 

intervention outcome measures were included. Randomized and non-randomized designs were 

both included. Single case studies and any other study which did not report pre and post- 

intervention outcomes were excluded.  

 

The primary outcome measures included in the review were measures of compassion or self-

compassion. Considering the different conceptualisations of compassion within the literature, the 

current review only included studies which used Gilbert‘s definition of compassion (2010a). 

Since scoping research indicated heterogeneity in outcome measures (e.g. for self-compassion), 

no limitations were set for which compassion outcome measures would be included.  

 

Studies which did not report on compassion-related measures were not excluded from the review 

as long as they reported on other psychological outcomes, such as depression, anxiety, distress, 
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and other relevant psychological measures pertinent to specific populations studied (e.g. outcome 

measures specific for psychosis or eating disorders). The review included outcome measures 

reported at the baseline and post-intervention time points. When long-term follow-up data was 

reported, this was also included in the review.  

 

1.3.3 Data Extraction 

The lead author conducted the data extraction. A data extraction form was adapted from National 

Institute for Clinical Excellence (NICE, 2012) guidelines to summarise information pertinent for 

the review. This data extraction form was created on Excel and included information regarding 

study aims, design and methods, population demographics, information on intervention and 

control conditions, outcome measures and treatment outcomes. 

 

1.3.4 Assessment of Quality and Risk of Bias 

The assessment of quality and risk of bias was conducted using the Effective Public Health 

Practice Project (EPHPP, 1998). This assessment tool can be used for randomised and non-

randomised studies. It is a structured assessment tool which evaluates risk of bias across eight 

domains which include; selection bias, study design, confounders, blinding, data collection 

methods, withdrawals and drop-outs, intervention integrity and analyses. Each study is given a 

rating of ―Strong/Moderate/Weak‖ across each domain. A dictionary accompanies the assessment 

tool and provides additional guidance about what evidence counts towards the different rating 

categories for each domain. The component ratings are used to obtain a global quality rating for 

each study. Accordingly, a study which receives no ―Weak‖ ratings across any of the domains is 

assigned a ―Strong‖ global rating. If there is one ―Weak‖ rating across any of the domains 
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assessed, then  the study is assigned a ―Moderate‖ global rating. If there is two or more ―Weak‖ 

ratings, the study is assigned a ―Weak‖ global rating. 

 

The quality and risk of bias assessment was completed by the researcher. Half of the studies 

which were included in review were randomly selected and reviewed by a second rater who was 

also a doctoral trainee. Based on the domain-specific ratings on the quality assessment tool, the 

inter-rater reliability between the two raters was moderate (κ = 0.63, p <.001).  . Disagreements, 

which were mainly due to differences in the interpretation of the rating scale guidelines, were 

settled through discussion.  

The quality assessment ratings were taken into consideration in deciding whether studies with 

―Weak‖ global ratings should be included in data synthesis. Four studies which had ―Weak‖ 

global ratings, had less than or equal to three ratings of ―Weak‖ across the six assessment 

domains. On this basis, they were deemed not to be severely compromised and thus were 

included in the qualitative synthesis, with the intention to discuss the potential implications of 

this in the Discussion section.  

 

1.3.5 Effect Sizes 

Effect sizes (ES) were calculated on the main psychological outcomes. These psychological 

outcomes were mainly those relevant to compassion focused therapy constructs (self-compassion, 

self-crticisim and shame). Data were extracted and calculated by hand in Excel.  
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For studies which did not implement any control condition, effect sizes were calculated using 

Cohen‘s d, using the following formula (Field, 2018): 

 

d = 
          

     
 

 

For studies which implemented a control imagery condition, Cohen‘s d was calculated separately 

for the experimental and control groups and an estimate of the treatment effect was obtained by 

taking the difference between the effect sizes in experimental and control groups using the 

following formula (Becker, 1988; Rohling, Faust, Beverley & Demakis, 2009): 

 

d =[
                    

         
]-[

                          

             
] 
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1.4 Results 

The database search returned 1468 studies in total. Figure 1.1 presents the PRISMA diagram 

detailing the study screening and selection process.  

 

 

 

Figure 1.1 PRISMA Diagram of study identification and selection 

 

After the removal of the duplicates, remaining 1126 studies were screened by title and abstract to 

determine eligibility. 49 studies were identified for review by full text. An additional study was 
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identified while going through reference lists of a considered study. Full-text review resulted in 

exclusion of 34 studies; Appendix B presents the excluded studies and reasons for exclusion. 

Remaining 16 studies were assessed for eligibility for inclusion; 13 of which met the criteria. 

Among the 16, three studies were thesis projects of the included studies. These were included in 

the review alongside their associated studies and were consulted for additional information where 

needed. Due to the heterogeneity among the studies included in the review, a systematic review 

with qualitative synthesis was completed.  

 

1.4.1 Study Characteristics  

A summary of study characteristics and main outcomes are presented on Table 1.2. The majority 

of the studies (10) were conducted in the United Kingdom (UK). Two were conducted in 

Germany and one in Colombia. Participant populations included non-clinical samples (mostly 

university students, 5), ecstasy users (2), severe head injury (2), personality disorder (1), sub-

clinical eating problems (1), depression (1) and psychosis (1). All of the studies involved face-to-

face administration of the imagery intervention, with the exception of one which trialed an online 

delivery method (McEwan & Gilbert, 2016).  

 

The imagery exercises ranged from 5 minutes to 50 minutes across the studies. Majority of the 

studies implemented a single imagery intervention session. Three studies implemented single 

intervention sessions with instructions for continued home practice (Naismith et al., 2018; McEwan & 

Gilbert, 2016; Gilbert & Irons, 2004). Three studies (Kamboj et al. 2015, 2018; Rockliff et al. 2011) 

looked at enhancing effects of substances on CFI and implemented two separate testing sessions 

(CFI only and CFI+substance). For the purposes of this review, the CFI only conditions were 

reported as the main outcome for these studies. 
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Table 1.2 Summary of study characteristics  

Study Population Method Participants 
CFI Intervention 

Details 

Control 

Condition 

Relevant 

Outcome 

Measures  

Summary of main findings 

Ascone et al., 

2017 

Germany 

Psychosis 

(+ paranoid 

ideation) 

Repeated 

measures 

randomized 

design 

N = 51 

36 M, 15 F 

Mean Age: 

N/A 

1 session – 10 

minutes CFI task 

Neutral 

imagery 

task: 

Focusing on 

a chair 

FSCRS, SCS, 

PANAS, 

Paranoia 

Checklist 

 

CFI resulted in significant improvements 

in self-reassurance and happiness, but not 

on negative self-relating or paranoia. But 

negative affect dropped both in CFI and 

control conditions  

 

Campbell et 

al., 2019 & 

Campbell 

2014 

U.K. 

Severe 

Head Injury 

Cross sectional 

experimental 

design 

N = 24 

20 M, 4 F 

Mean age: 47 

(SD: 8.4) 

1 session – 50 

minute CFI task + 

20 min preparatory 

video 

Relaxation 

Imagery 

 

EQ, SCS, STAI 

 

 

No change attributable for CFI (despite 

the longer and more reinforced 

intervention and preparatory video) 

compared to relaxation (neither self-

report no heart rate responses). 

 

Duarte et al., 

2015 

U.K. 

Non-

clinical 

sample of 

university 

staff and 

students  

Mixed Design 

(Repeated and 

Between 

subjects) 

N = 29 

All F 

Mean age 

24.96 (SD: 

6.49) 

1 session- Same 

CFI transcript as 

Rockliff et al., 

2011.  

Control 

Imagery  

 SAAS, TPAS, 

PANAS, Alpha 

amylase 

recording 

 

Compared to Low Self-critics (LSC), 

High self-critics(HSC) showed greater 

increase in stress hormone in both CFI 

and control imagery tasks, when 

compared to non-intervention control. 

HSC reported more unsafeness/insecurity 

on entering imagery interventions. 

Safeness scores increased in control 

imagery but not after CFI.  

 

 

Gilbert & 

Irons, 2004 

U.K. 

Depression 

(High self-

critics) 

Cohort design 
N = 9 

2 M, 7 F 

10 minute CFI task 

introduced in 2
nd

 

group session + 

home as often as 

possible for the 

duration of group 

None 
Interval 

contingent diary  

Small reduction in self-criticism at the 

end of the group compared to baseline but 

not reaching significance. Significant 

increase in ability to generate CFI images 

and ability to self-soothe in self-critical 

situations. 
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Study Population Method Participants 
CFI Intervention 

Details 

Control 

Condition 

Relevant 

Outcome 

Measures 

Summary of main findings 

Kamboj et 

al., 2015 

U.K. 

Ecstasy 

users 

within subjects 

naturalistic 

experimental 

design 

N = 20 

13 M, 7 F 

Mean Age 

25.5 

(SD:3.59) 

2 separate testing 

sessions (with and 

without ecstasy). 

18 minute CFI task 

in each session 

Control 

condition 

not related to 

imagery 

TPAS, PANAS, 

SCCS, BDI-II,  

FSCRS 

 

Significant reduction in self-criticism 

following CFI. This effect twice as larger 

when CFI and ecstasy condition.  

 

Similar to ecstasy, CFI alone had a 

sociotropic effect, even though 

compassion self-directed rather than 

other-directed.  

 

Kamboj et 

al., 2018 

U.K. 

Ecstasy 

users 

within subjects 

naturalistic 

experimental 

design 

N = 20 

12 M, 8 F 

Mean Age: 

28.45 (SD: 

6.16) 

Same as Kamboj et 

al. 2015 

Control 

condition 

not related to 

imagery 

TPAS, PANAS, 

SCCS, BDI-II, 

Empathy 

Assessment 

Task, ECG 

recordings 

 

CFI only and MDMA only conditions led 

to small to medium increases in self-

compassion. Small but significant added 

increase in self-compassion when CFI and 

MDMA administered together. Emotional 

empathy in response to critical faces 

increased following CFI only condition. 

MDMA and CFI indicating a trend for 

reducing self-criticism, but non-

significant. 

 

 

Lincoln et al. 

2013 

Germany 

Non-

Clinical 

Student 

Sample 

RCT 

N = 71 

23 M, 48 F 

Mean Age: 

23.2 

(SD: 5.6) 

1 session- 10 

minute practice 

then 5 minute 

guided application 

of CFI  

Neutral 

imagery 

(visualizing 

chair) 

ADS, RSE, 

Paranoia 

checklist 

 

 

CFI led to significantly less reported 

paranoia, lower levels of negative 

emotions and higher self-esteem 

compared to control imagery condition. 

CFI‘s improvement on paranoid beliefs 

mediated through reduction in shame, 

anger, anxiety and sadness. 
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Study Population Method Participants 
CFI Intervention 

Details 

Control 

Condition 

Relevant 

Outcome 

Measures 

Summary of main findings 

McEwan & 

Gilbert, 2016 

U.K. 

Non-

Clinical 

Student 

Sample 

Repeated 

Measures 

N = 45 

12 M, 33 F 

Mean Age: 

30.73 

(SD: 9.93) 

Online delivery. 

Participants to 

practice CFI 5 

minutes daily for 

two weeks 

None 
SCS, FSCRS, 

DASS 

 

Significant increases were found in self-

compassion and self-reassurance and 

reductions found in self-coldness, self-

criticism, depression, anxiety, and stress. 

Higher self-critics showed the largest 

improvement in scores. Follow-up data at 

6 months revealed results were 

maintained with the exception of stress 

which increased. 

 

 

Naismith et 

al., 2018 

(Study 2) + 

Mwale, 2017 

U.K. 

Personality 

Disorder 

(mostly 

BPD) 

Repeated 

measures design 

N = 17 

2 M, 15 F 

Mean Age: 

34 (SD: 

10.06) 

Daily 5-minute CFI 

practice (either 

imagined ideal or 

memory) for a 

week 

None  SCS‐SF 

Self-compassion significantly increased 

compared to baseline with regular CFI 

practice (5 times/more). Change in self-

compassion correlated with practice 

frequency. Higher baseline of self-

compassion predictive of higher practice 

frequency.  

 

Naismith et 

al., 2019 

Colombia 

Non-

clinical 

student 

sample 

RCT 

N = 160 

44 M , 114 F 

Mean Age: 

20.64 

(SD: 19.95) 

1 session- CFI task 

with two different 

sensory 

enhancements  

Control 

condition 

not related to 

imagery 

PsiQ, FSCRS, 

PANAS, 

Qualities of 

Compassion, 

Compassionate 

affect, ISS 

Relevant outcome: significant reduction 

of shame from the recalled memory after 

CFI. People higher in pre-shame 

experienced greater reduction in shame. 

O'Neill & 

Macmillan 

2012 + 

O'Neill, 2011 

U.K. 

Severe head 

injury 

Between group 

repeated 

measures 

N = 24 

21 M , 3 F 

Mean Age: 

42.21 

(SD: 13.61) 

1 session – 30 

minute CFI task 

Relaxation 

imagery 

SCS, EQ, 

Relaxation 

 

Self-compassion increased after 1 session 

but not reaching significance and not 

specific to intervention (control also got 

better). No change in empathy scores. 
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Study Population Method Participants 
CFI Intervention 

Details 

Control 

Condition 

Relevant 

Outcome 

Measures  

Summary of main findings 

Rockliff et 

al., 2011 

 

U.K. 

Non-

Clinical 

Student 

Sample 

within subjects 

counterbalanced 

RCT 

N = 41 

26 M, 15 F 

Mean Age: 

26.03 

(SD: 8.53) 

 

 

2 sessions (CFI 

with and without 

oxytocin)-  

5 minute relaxation 

+ 7 minutes CFI 

task on both 

sessions 

 

Control 

condition 

not related to 

imagery 

 

PANAS, TPAS, 

ease of CFI 

attachment, 

social safeness 

scale, self-

criticism and 

attack scale  

Significant improvements in positive 

affect after CFI. Oxytocin enhanced ease 

of imagining compassionate qualities. 

People with lower self-reassurance and 

social safeness found it significantly more 

difficult to engage with compassionate 

emotions. 

Tsivos, 2015 

 

U.K. 

Subclinical 

eating 

problems 

RCT 

N = 66 

All F 

Mean Age: 

not provided 

for whole 

sample 

Socialisation to 

compassion. 1 

session of 25 

minute guided CFI 

task and practice at 

least once more 

until follow-up 

Neutral 

imagery and 

no imagery 

conditions 

SCS, DASS, 

OAS, FSCRS, 

EDE-Q, FSCS 

 

Significant reductions in externally 

perceived shame in CFI group, compared 

to neutral imagery condition.  No 

significant improvement in self-

compassion in CFI. Non-significant 

increases in self-compassion and 

reduction in self-criticism, depression, 

stress and anxiety compared to neutral 

imagery condition.  

 

 

Abbreviations: SCS: Self-Compassion Scale, SCS-SF :Self-Compassion Scale Short Form, PANAS: Positive and Negative Affect Schedule, 

TPAS: Types of Positive Affect Scale, STAI: State-Trait Anxiety Inventory, EQ:Empathy Quotient, FSCRS: The Forms of Self-

Criticising/Attacking & Self-Reassuring Scale, SCCS: State self-compassion and criticism scale, BDI-II:Beck‘s Depression Inventory II, DASS: 

Depression Anxiety and Stress Scale, EDE-Q: Eating Disorder Examination Questionnaire, OAS: Other as Shamer Scale, FSCS: Forms of Self-

Criticism Scale, ADS: Allgemeine Depressions Skala (General Depression Scale), RSE: Rosenberg Self Esteem Scale, SAAS: State Adult 

Attachment Scale, PsiQ: Plymouth Sensory Imagery Questionnaire 
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1.4.2 Assessment of Risk of Bias 

A summary of the risk of bias assessment is presented in Table 1.3, which displays the 

breakdown of scores across six assessment criteria and the final global rating. Three studies 

scored a ‗Strong‘ global rating (Ascone et al., 2017; O‘Neil, 2011 and Tsivos, 2015). Six scored a 

‗Moderate‘ global rating (Campbell et al. 2019; Kamboj et al. 2015, Kamboj et al., 2018; Lincoln 

et al., 2013; Naismith et al. 2019 and Rockliff et al., 2011). Four studies scored a ‗Weak‘ global 

rating (Duarte et al. 2015; Gilbert & Irons, 2004; McEwan & Gilbert, 2016; Naismith et al. 

2018).  

 

Table 1.3 EPHPP Risk of Bias Assessment Component and Global Ratings 

Study Name 
Selection 

Bias 

Study 

Design 
Confound. Blinding 

Data 

Collection 

Withdrawal/

Drop outs 

Global 

Rating 

Final 

Classification 

Ascone et al., 2017 1 1 1 1 1 2  1 Strong 

Campbell et al. 

2019  
2 1 3 1 1 2  2 Moderate 

Duarte et al. 2015 3 2 1 3 1 1 3 Weak 

Gilbert & Irons, 

2004 
3 2 1 3 3 1 3 Weak 

Kamboj et al. 2015 3 2 1 2 1 1 2 Moderate 

Kamboj et al. 2018 3 2 1 2 1 1 2 Moderate 

Lincoln et al. 2013 2 1 1 2 1 2  2 Moderate 

McEwan & Gilbert, 

2016 
3 2 1 3 1 2 3 Weak 

Naismith et al. 

2018  
3 2 1 3 1 1 3 Weak 

Naismith et al. 

2019 
3 1 1 2 1 2 2 Moderate 

O'Neill & 

Macmillan 2012 
2 1 1 2 1 2 1 Strong 

Rockliff et al., 2011 3 2 1 1 1 1 2 Moderate 

Tsivos, 2015 1 1 1 1 1 1 1 Strong 
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In some studies, higher risk of bias was associated with limitations in reporting (especially with 

regards to selection bias and blinding). Six study authors were contacted to clarify uncertainties 

where possible. Additional information was received through personal communication in relation 

to four studies (Kamboj et al. 2015, 2018; Campbell et al., 2019 and Lincoln et al. 2013) and this 

was taken into consideration for risk of bias assessment.  

 

1.4.3 Psychological Outcomes  

A range of psychological outcomes were observed across studies. Main outcome measures 

relevant to therapeutic application of compassion (Gilbert, 2009) such as compassion, self-

criticism and shame, have been summarised below.  

 

Outcome measures for Compassion: Most of the studies utilized the Self-Compassion Scale 

(SCS, Neff, 2003). Two studies (Kamboj et al., 2015 & 2018) utilized the State Self Compassion 

and Criticism scale (SCCS; Falconer et al., 2015). Gilbert & Irons (2004) used interval contingent 

diaries, asking participants to rate their self-soothing on a Likert scale over the course of a group 

intervention. The remaining studies did not implement a compassion-based outcome measure 

(Duarte et al., 2015; Lincoln et al., 2013; Naismith et al., 2019; Rockliff et al., 2011). 
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Table 1.4 Calculated Effect Sizes (Cohen‘s d) for Outcome Measures of Compassion, Self-Criticism and 

Shame 

 

* denotes adapted scales. SCS: Self Compassion Scale, SSCS: State self-compassion and criticism scale, 

ICD: Interval Contingency Diary, FSCRS: Forms of Self Criticising/Attacking &Self-reassuring Scale, 

ISS: Induced Shame Scale, OAS Other as Shamer Scale; ES: Effect Size 

 

Outcome measures for Self-criticism: Seven studies out of 13 implemented an outcome measure 

for self-criticism (Ascone et al., 2017; Kamboj et al., 2015 & 2018; McEwan & Gilbert, 2016; 

Naismith et al. 2019; Tsivos, 2015). Most of the studies utilized The Forms of Self-Criticism and 

Study 
Compassion Self-Criticism Shame 

Measure d Measure d Measure d 

Ascone et al., 2017 SCS* 0.21 FSCRS* 0.4 - - 

Campbell et al. 2019 

& Campbell 2014 
SCS 0.09 - - - - 

Duarte et al. 2015 - - FSCRS 
data not 

available - - 

Gilbert & Irons, 2004 ICD 0.63 ICD  0.35 - - 

Kamboj et al. 2015 SSCS 0.46 SSCS 0.4 - - 

Kamboj et al. 2018 SSCS 0.38 SSCS 0.54 - - 

Lincoln et al. 2013 - - - - - - 

McEwan & Gilbert, 

2016 
SCS* 0.6 

FSCRS 

Inadequate self 
0.38 

- - 
FSCRS  

Hated self 
0.19 

FSCRS 

Reassured self 
0.26 

Naismith et al. 2018 

(Study 2) & Mwale, 

2017 

SCS 0.7 - - - - 

Naismith et al. 2019 - - - - ISS* 0.91 

O'neill, 2011 & 

O'neill & Macmillan 

2012 

SCS 
data not 

available - - - - 

Rockliff et al., 2011 - - - - - - 

Tsivos, 2015 SCS 0.34 FSCRS 0.39 OAS 0.64 
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Reassurance Scale (FSCRS; Gilbert et al., 2004), with the exception of Gilbert and Irons, (2004) 

who used interval contingent diaries for self-criticism. Kamboj et al. (2015) used both the SCCS 

and the FSCRS to obtain a measure of state and trait self-criticism although only the former was 

used in pre- and post- intervention analyses. 

 

Outcome measures for Shame: Only Tsivos (2015) and Naismith et al. (2019) used shame-based 

outcome measures, utilizing the Other as Shamer Scale (Goss, Gilbert, & Allan, 1994) and 

Induced Shame Scale (adapted from the Experiences of Shame Scale; Andrews, Qian, & 

Valentine, 2002) respectively.  

 

1.4.4 Effectiveness of CFI on improving Psychological Outcomes 

Out of thirteen studies, seven did not include a control imagery condition. The effectiveness of 

CFI was examined in two separate groups depending on whether a study used a control group, as 

this would be significant in assessing to what degree changes in outcomes could be attributed to 

effects of CFI alone. Table 1.4 presents calculated effect sizes for outcome measures relevant to 

CFT. 

 

1.4.4.1 Studies without a control imagery condition 

All seven studies reported improvements across different psychological outcomes following the 

implementation of CFI. Four of these noted significant improvements in self-compassion 

following the CFI intervention (Gilbert & Irons, 2004; McEwan & Gilbert, 2016; Naismith et al. 

2018 and Kamboj et al. 2018), with moderate effect sizes (d = 0.38 – 0.7). Two studies reported a 

significant reduction in self-criticism following the CFI intervention (McEwan & Gilbert, 2016; 

Kamboj et al. 2015); with effect sizes ranging between low and moderate (d = 0.19 – 4). Kamboj 
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et al., noted that ecstasy use had a significantly enhancing effect on reduction of self-criticism 

when combined with CFI. However at the later study where the substance content of ecstasy was 

better controlled (Kamboj et al.2018), they observed a non-significant trend of reduction in self-

criticism. Gilbert and Irons (2004) also reported a reduction in self-criticism, although this did 

not reach significance. One study reported significant reduction in shame related to a memory 

(Naismith et al. 2019), with a high effect size (d  = 0.91). Rockliff et al. (2011) reported 

significant improvements in activated and relaxed positive affect following the CFI intervention, 

with large effect sizes observed (d  = 1.06 and 1.1 respectively).  

 

1.4.4.2 Studies with a control imagery condition  

Out of the six studies which implemented a control imagery condition, three reported statistically 

significant improvements on psychological outcomes after CFI compared to control imagery 

conditions.  

 

Ascone et al. (2017) reported significant improvements in self-reassurance and happiness 

following the CFI intervention in patients with psychosis and paranoid ideation. These changes 

were reflective of medium to large effect sizes (d = 0.4 and 0.99 respectively). However there 

were no significant differences in self-compassion, self-criticism or paranoia when compared to 

the control condition. However in a non-clinical student sample, Lincoln et al. (2013) reported 

significant reduction in paranoia when compared to control imagery condition (with a moderate 

effect size of d = 0.45). CFI was effective in improving negative affect and the reduction in 

shame anger anxiety and sadness were observed to mediate the enhancing effect of CFI on 

paranoid beliefs.  
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Significant reductions in externally perceived shame were reported in a sample of females 

experiencing subclinical eating problems following the CFI intervention, when compared to 

neutral imagery condition (Tsivos, 2015). This reduction in shame had a medium effect size (d = 

0.64). Non-significant increases in self-compassion and reduction in self-criticism, depression, 

stress and anxiety in CFI group were also observed in comparison to control group.  

 

Three studies, reported limited improvement in psychological outcomes following CFI 

intervention, when compared to a control condition. Two of these were studies completed with 

severe brain injury patients: O‘Neil (2011) reported non-significant increases in self-compassion 

after CFI; however this was not specific to intervention condition. Campbell et al. (2019) 

reported enhanced participant motivation for intervention following the preparatory video, 

however reported no changes in outcome measures after CFI intervention.  

 

One study investigated the impact of CFI on stress hormone levels in high and low self-critics 

(Duarte et al. 2015). High self-critics showed a greater increase in stress hormone on entering 

both CFI and control imagery tasks when compared to low self-critics. High self-critics were 

reported to feel significantly more unsafe/insecure entering both CFI and control imagery tasks. 

Their safeness scores increased significantly in control imagery conditions, however this trend 

was not observed in CFI condition. 

 

1.4.5 Impact of CFI across different populations  

The range of non-clinical and clinical samples and the diversity of the study designs make it 

difficult to draw population specific conclusions about the effectiveness of CFI as a stand-alone 

intervention. Notably, the two severe head injury studies (O‘Neill, 2011 and Campbell et al. 
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2019) both reported no statistically significant improvements in self-compassion and empathy in 

comparison with a control imagery condition.  

 

While self-criticism is not a population specific characteristic, given its implication in the 

generation and maintenance of psychological distress, it is important to highlight that four studies 

indicated significant self-criticism may be a barrier to engaging with CFI: Ascone et al. (2017) 

who reported improvements in positive self-relating measures after CFI, reported that negative 

self-relating may be more difficult to shift. Gilbert and Irons (2004) also discussed that self-

critical individuals may have less memories or experiences of compassion and self-compassion to 

draw from, which could impact on engagement with CFI. Duarte et al. (2015) noted that 

participants with high self-criticism gave threat-based physiological responses upon entering the 

CFI condition which was not observed in control condition. Rockliff et al (2015) also indicated 

that participants low in social safeness found it more difficult to engage with compassionate 

imagery when oxytocin was additionally introduced during the imagery task. This was interpreted 

as oxytocin activating the attachment system and therefore the attachment style potentially 

impacting on how people respond to the CFI task. Participants with high self-criticism were 

reported to express more negative emotions such as loss and sadness, as well as anger and 

frustration at difficulties in generating compassionate images.  
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1.5 Discussion 

The present review aimed to investigate the effectiveness of CFI when introduced as a stand-

alone intervention, by synthesizing the available evidence. Most of the studies included in the 

review reported improvements on psychological outcome measures such as self-compassion, self-

criticism and shame following CFI interventions. However these outcomes should be interpreted 

carefully, considering the methodological limitations and heterogeneity among the studies 

included in the review. 

 

Out of ten studies which reported improvements in psychological outcomes following the CFI 

intervention, seven did not implement a suitable control condition. This means that improvements 

observed cannot be solely attributed to the impact of the intervention itself. Furthermore, three of 

these seven studies (Gilbert & Irons, 2004; McEwan & Gilbert 2016; Naismith et al. 2018) had 

the lowest risk of bias ratings which hazards caution when interpreting the outcomes. 

 

Studies which did implement a control condition and which reported improvements in 

psychological outcomes were methodologically stronger (Ascone et al., 2017; Tsivos, 2015; 

Lincoln et al. 2013). These studies indicate that CFI intervention led to a more positive self-to-

self relationship for the participants. On balance, the evidence suggests that CFI intervention has 

resulted in significant reduction of shame in two of the studies; with further improvements in 

negative affect (Lincoln et al. 2013) and non-significant improvements in self-compassion, 

depression and anxiety (Tsivos 2015). Ascone et al. (2017) on the other hand only reported 

improvements in self-reassurance and happiness. While these studies do report reliable 
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improvements, the variability between them impedes on the ability to draw more general 

conclusions.  

 

Self-criticism emerged as an important factor when working with CFI. Six studies reported no 

improvement or non-significant improvements in self-criticism following CFI, suggesting that 

self-criticism may be more resistant to change. High self-critics were reported to respond more 

negatively to CFI. Previous research suggests that for self-critical individuals, self-compassionate 

stimuli may evoke negative emotional states (such as sadness or anger) by triggering memories or 

cognitions of lack of previous compassionate experiences from others (Gilbert et al., 2014). Self-

criticism is thought to reflect, not only a negative self-to-self relationship, but also a difficulty in 

generating feelings of warmth and compassion (Gilbert & Procter, 2006) and is closely linked to 

attachment and negative parenting styles (Irons et al., 2006). CFI as a brief single intervention 

likely cannot create enough shift in a person‘s self-to-self relationship and additional methods or 

adaptations may be needed to impart skills for generating warmth and compassion in high self-

critics.  

 

Studies included in the review drew samples from a wide range of populations. This is 

understandable since compassion and its related constructs are considered from a transdiagnostic 

perspective. It was not possible to discern specific patterns of outcomes for specific populations 

due to this diversity of range. However it is notable that both of the studies investigating the 

effectiveness of CFI in severe head injury samples reported no changes in their respective 

outcome measures. This is important as some populations may have specific needs that may 

create a barrier in engaging with CFI when introduced as a solitary intervention. Additional 

resources or more rigorous input may be needed to tailor interventions according to that 
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population‘s needs. There is indeed some evidence towards the effectiveness of CFT in acquired 

brain injury population when a more comprehensive CMT approach was followed (Ashworth, 

Gracey & Gilbert, 2011; Ashworth et al., 2015) 

 

1.5.1 Heterogeneity of Outcome Measures Used 

The present review suggests that a wide range of outcome measures have been utilized to obtain 

an objective measure of relevant psychological constructs. Self-compassion was exclusively 

measured by the Self-Compassion Scale (Neff, 2003) even though Neff‘s theoretical 

conceptualisation of self-compassion shows differences to the CFT approach. The motivational 

aspect of recognizing distress and being moved to alleviate it is an integral understanding of 

compassion in CFT, which the SCS would not assess (Strauss et al. 2016; MacBeth & Gumley, 

2012). This discrepancy raises concern for construct validity in research investigating 

effectiveness of CFT-related interventions, when SCS is used as a measure of compassion.  

 

Even though the SCS provides a total composite self-compassion score (by adding up scores 

across all three dimensions), there have been inquiries into the factor-structure of the scale as 

some studies found a two-factor structure, perhaps reflecting self-compassion and self-criticism 

separately (Lopez, 2015). When using SCS, some studies in this review used the composite self-

compassion score, whereas others used the SCS to obtain a self-compassion and self-criticism 

scores separately. This may create discrepancy among the findings of the studies, even though 

they are using the same scale. Difficulties in measuring compassion consistently and reliably, is 

closely tied to differences in conceptualisation of compassion within the literature and a more 

unified understanding is needed to enable researchers develop and use outcome measures 

confidently (Strauss et al. 2016; MacBeth & Gumley, 2012).  
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1.5.2 Strengths and Limitations 

Inclusion of gray literature is a strength. While all of the thesis studies incorporated into the 

review already had an included publication, being able to consult to the theses meant more 

detailed information could be accessed about the studies. The calculation of effect sizes was also 

a strength, as it enabled a better assessment about the impact and the effectiveness of the 

interventions provided.  

 

A limitation potentially affecting the risk of bias assessment was the limited availability of 

information in reporting for some studies. This was mitigated by reaching out to the authors and 

asking for further clarifications when this was possible. Three of authors had not yet responded to 

the inquiries at the time of the writing of this report. This could increase the possibility that some 

studies may have been awarded a higher risk of bias score in error. However the inter-rater 

reliability for the risk of bias assessment was adequate and this provides confidence that the 

ratings hold validity between the review author and an independent rater.  

  

1.5.3Conclusion  

The current review provides a synthesis of existing evidence into the effectiveness of CFI as a 

standalone intervention. Preliminary evidence is promising, whereby most of the studies reported 

improvements in psychological outcomes; however the evidence is limited by the methodological 

challenges and heterogeneity within the literature.  
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2.1 Abstract 

 

 

 

 

Dissociative seizures (DS) refer to paroxysmal events which look like epilepsy, without the 

epileptic activity in the brain. Patients often report poor psychological outcomes, perceived 

stigma and experiences of shame about living with their condition. Compassion is a construct 

closely linked with experiences of shame and negative self-to-self relationship. The current study 

aimed to qualitatively explore how patients with DS understand and experience self-compassion, 

with a view to obtain a better understanding about patients‘ perceptions of potential barriers, as 

well as facilitators, to being self-compassionate. 

Due to Covid-19 pandemic, the study was suspended in March 2020 and subsequently terminated 

before recruitment and data collection was completed. The following chapter presents the 

rationale and intended methods to document the work undertaken until the termination of the 

project. 

 

 

Keywords: Dissociative Seizures, Functional Neurological Disorders, Self-Compassion  



 47  
 

2.2 Introduction 

Dissociative Seizures (DS) are paroxysmal incidents which resemble epileptic seizures, but 

without the associated epileptic activity in the brain (Reuber, 2008). Other terms, such as ‗non-

epileptic seizures‘, ‗non-epileptic attack disorder‘ or ‗psychogenic non-epileptic seizures‘, are 

also used when referring to this presentation. Even though these terms have at times been 

interchangeably used, the semantic nuances between different labels can have an impact on the 

way the presentation is conceptualised (Schmutz, 2013). During this project, DS has been chosen 

as the preferred term since it is suggestive of a positive diagnosis and conveys a mechanism of 

action (dissociation) for the presentation.   

 

It is estimated that around 12% of adults presenting to epilepsy clinics present with dissociative 

seizures (Angus-Leppan, 2008), with one prevalence study reporting 4.9 cases per 100 000 

individuals each year (Duncan, Razvi & Mulhern, 2011). Comorbidity of dissociative and 

epileptic seizures is not uncommon. A recent retrospective case review study reported co-

existence ratio between epilepsy and DS to be 53.69% (Yon et al. 2020). In earlier studies, the 

prevalence ratio was reported to have a range between 3.6% and 58% across different studies (El-

Naggar et al. 2017). 

 

A positive diagnosis of dissociative seizures (rather than a diagnosis of exclusion) is an important 

first step in treatment, where the diagnosing clinician can build a rapport with the patient, 

sensitively communicate the diagnosis, provide information and psychoeducation about the 

condition, give advice about self-help techniques (such as distraction or grounding) and discuss 

needs for further input and review options (Stone, 2016). While for some patients, diagnosis can 
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lead to a resolution of symptoms without need for further intervention, for a significant portion of 

patients, symptoms follow a chronic course (Thaller et al., 2016). Acceptance of diagnosis is 

considered an important factor for better prognosis (Duncan, Graham & Oto, 2014). 

 

Receiving and living with a diagnosis of DS can be a difficult experience for patients. Patients 

face an increased risk of emergency medical responses, hospital admissions and prescription of 

anti-epileptic medication, which can be distressing, create confusion about the diagnosis and 

cause iatrogenic harm (Reuber & Elger, 2003). Patients can experience stigma for not only 

having a seizure disorder but also because mental health is perceived as the cause of the seizures; 

leading to feelings of low self-worth, self-critical thoughts and embarrassment about their 

condition (Rawlings et al. 2017). For some patients, the diagnosis come as a relief (as it rules out 

organic brain disorder), however difficulties in creating a personal narrative around the diagnosis 

may lead to difficulties in acceptance of diagnosis, which can impact on engagement with further 

treatments offered (Thompson et al. 2009). 

 

2.2.1 Psychological Understanding of Dissociative Seizures 

Throughout the history, conceptualisations of Functional Neurological Disorders swung between 

psychiatric and biological perspectives, owing to the dualistic split between Neurology and 

Psychiatry (Stone, 2016). Borrowing from conceptualisations of hysteria, DS were initially 

proposed to represent the breakthrough of dissociated memories or mental functions (belonging 

to a trauma) in the form of a seizure, with limited conscious awareness (Bowman, 2006). In 

another account, DS were considered as a defensive response, serving the function of 

communicating distress, surpassing the need to identify and to communicate the emotional 

distress verbally (as cited in Brown & Reuber, 2016).  
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Some suggested that acute arousal of parasympathetic system leads to panic-like symptoms 

which are dissociated from the emotional experience of anxiety (―panic without panic‖, Goldstein 

& Mellers, 2006). According to this model, patients experience an acute detachment and a 

dissociative state characterised by depersonalisation/derealisation and emotional numbing. 

Operant conditioning (through positive and negative reinforcement) was suggested play a role in 

the maintenance of DS, because the seizures could result in intrinsic or extrinsic beneficial 

outcomes (Sirven & Glosser, 1998). 

 

Brown and Reuber (2016) point out that the above theories about DS are fragmented and fail to 

provide an account for the heterogeneity of the presentations observed in DS. Their Integrative 

Cognitive Model (ICM, 2016) incorporates the existing models to understand mechanisms of 

processes that lead to and maintain DS. Activation of a ‗Seizure Scaffold‘, which represents 

patients‘ prior experiences, expectations and behavioural tendencies, coupled with poor 

inhibitory processes is thought to lead to the DS. The model acknowledges the role of increased 

threat vigilance and arousal in the anticipation of seizures, as well as activation of 

parasympathetic nervous system following the seizures which removes the discomfort of the 

prodromal feelings and thus contributes to a maintaining cycle. 

 

While the model provides a thorough account of biopsychosocial processes which may account to 

patients‘ experiences (and therefore helpful in its use for therapeutic formulation), it is 

acknowledged that further hypothesis driven research with large sample sizes is needed to test the 

model and its accountability of the heterogeneity of DS patients (Brown & Reuber, 2016). 
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2.2.2 Effectiveness of Psychological Interventions on Dissociative Seizures 

The current clinical guidelines suggest that clinicians should consider onward referral to 

psychological services when diagnosing DS (NICE, 2012). However the evidence base for the 

effectiveness of psychological interventions for DS is still in its early days. A meta-analysis 

(Carlson & Perry, 2017) highlighted some evidence for seizure reduction following a range of 

different psychological interventions (including cognitive behavioural, psychodynamic, 

interpersonal, mindfulness-based, psychotherapeutic, or psychoeducational interventions). 

However their findings pointed out for the need for more robust and better controlled intervention 

studies to be able to draw conclusions about treatment effectiveness.  

 

A recent randomised controlled trial (CODES Trial, Goldstein et al. 2020) has found that there 

was no significant reduction in monthly seizure frequency of patients with DS at 12 months 

following Cognitive Behavioural Therapy (CBT) and standardised medical care. However the 

results suggested that compared to the control condition, patients who received CBT experienced 

improved psychosocial functioning, better health-related quality of life, reduced psychological 

distress and less symptom burden following the intervention. These results highlight that patients‘ 

relationship with their condition can be improved and better psychological outcomes can be 

achieved irrespective of whether seizure reduction takes place. Consistent with some of the third-

wave cognitive behavioural approaches, this is important in creating a shift towards better living 

with chronic conditions, rather than aiming for symptom elimination.  

 

2.2.3 Compassion and Dissociative Seizures 

There are different conceptualisations of compassion. In this study, compassion was considered 

through Gilbert‘s conceptualisation, which refers to compassion as the ability to show sensitivity 
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to suffering and motivation to work towards relieving suffering (Gilbert 2010). It is thought that 

compassion has developed throughout evolution and enabled humans to regulate difficult 

emotions such as anger, anxiety and disgust by providing sense of security, safeness and 

affiliation. Being self-compassionate means that a person can recognise their own distress and 

take a warm, non-judgemental and compassionate stance to alleviate and prevent their distress. It 

enables individuals to have a more positive relationship to themselves, especially when they 

experience difficult emotions as a result of being self-critical or when they experience shame or 

guilt (Gilbert & Irons, 2005; Gilbert, 2009). 

 

Despite differences in conceptualisations of compassion, it is generally thought to be an 

important and positive factor in well-being. Self-compassion has positive associations to mental 

well-being (Neff & Costigan, 2014) and life satisfaction (Yang, Zhang & Kou, 2016). A more 

self-compassionate stance is negatively associated to psychopathology (MacBeth & Gumley, 

2012) as well as rumination and self-criticism (Neff, Kirkpatrick & Rude, 2007). Self-

compassion is thought to play a role in improving self-regulation by reducing defensiveness, self-

blame and emotional distress, thus positively impacting on patients‘ illness related behaviours 

and adherence to recommendations by healthcare teams (Terry & Leary, 2011). A series of 

studies by Terry et al. (2013) showed that self-compassionate individuals expressed less negative 

affect about their illnesses. Furthermore, a more self-compassionate stance is thought to enable 

individuals to seek help about their mental health by protecting them from perceived stigma from 

others (Heath et al. 2018). It can also facilitate positive change by increasing awareness of self-

critical attitudes and may motivate individuals to maintain better self-care (van Ravesteijn et al., 

2014). Similar findings have also been reported in psychosis literature where self-compassion 
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was identified as an important factor for promoting empowerment, growth and recovery (Waite, 

Knight & Lee, 2015). 

 

While self-compassion is attracting more attention across a range of disciplines and patient 

populations, it is still under-researched with patients who experience DS or indeed with patients 

who experience other functional neurological symptoms. Previous research has highlighted that 

patients with DS experience feelings of low self-worth, shame, perceived stigma and distress as 

part of their experiences with DS (Rawlings et al. 2017). Furthermore, patients with DS were 

shown to have an increased attentional bias towards threat vigilance and increased cortisol 

response (Bakvis, Spinhoven & Roelofs, 2009). These findings are relevant to the 

conceptualisation of self-compassion and compassion-focused interventions for this patient 

population.  

 

In line with the commitment set out in the Neurological Care and Support Framework for Action 

guidelines (Scottish Government, 2019), the current study aimed to qualitatively explore patients‘ 

understanding and experiences of self-compassion, in the context of their DS diagnosis. The 

research questions were:  

 1) What does self-compassion mean to patients who experience DS? 

 2) What barriers and facilitators do patients perceive which may prevent or facilitate 

taking a more self-compassionate stance?  
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2.3 Method 

2.3.1Participants 

The study aimed to recruit 12-15 participants who had a recent diagnosis of DS, through 

consecutive sampling. This sample size was estimated to provide a good basis to explore 

participants‘ experiences with self-compassion. However it was recognized that more recruitment 

may be needed to reach theoretical saturation if time restrictions allowed. 

 

Participants were considered eligible for the study based on the following criteria: 

 Having a positive diagnosis of a ―Dissociative Seizures‖ from a Consultant Neurologist, 

as fully or partially explaining the participants‘ symptoms. The diagnosing clinician 

would be ―confident‖ or ―very confident‖ in the diagnosis. 

 Being above the age of 16 and willing to participate in research 

 Having a fluent command of the English language. 

 

Participants were not considered eligible if they were unable to provide consent, if they had a 

diagnosis of Intellectual Disability or other known significant cognitive impairment. Other health 

comorbidities were not part of the exclusion criteria. Participants who experienced both epileptic 

and dissociative seizures were considered eligible, if the DS was the predominant part of their 

presentation (This would be discussed with the diagnosing clinican). There was no requirement 

for seizures to be captured on videotelemetry, as long as the diagnosing clinician felt confident 

that the DS diagnosis explained the patients‘ presentation. 
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Data collection commenced in October 2019. Following the Covid-19 outbreak, the study was 

initially suspended as per the instructions from the research Sponsor. A decision was made to not 

apply for the lifting of suspension due to reasons outlined below (See Termination of Study 

section) and the study was terminated. During the data collection period seven eligible 

participants showed interest in the study. Out of these, one participant completed the study. Three 

participants had given verbal consent to take part in a telephone interview and were awaiting the 

written consent form in the post when the study suspension was announced. These three 

participants were informed about the termination of the study and further data collection did not 

take place. 

 

2.3.2 Design 

A Constructivist Grounded Theory (Charmaz, 2014) approach was considered for the analysis 

and interpretation of the interview data. This is because the research questions aimed to construct 

an understanding of participants‘ experiences with self-compassion within the context of their 

diagnosis and the health services. Through the interviews, the aim was to theorise about 

participants‘ perceived facilitators and barriers to self-compassion and to compare the emerging 

theory to existing psychological models about self-compassion. For these reasons, other 

qualitative approaches which are also interested in human experiences (such as phenomenology) 

were considered not suitable for the research aims.  

 

2.3.3 Ethical Approval 

Ethical approval for the study was granted by the South East Scotland Research Ethics 

Committee (REC Reference Number: 19/SS/0064) and NHS Lothian Research Governance & 

Management Team. Appendix C presents the ethical approval letters.  
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2.3.4 Procedure 

Figure 2.1 details the recruitment and data collection procedures. Eligible participants were 

identified by Consultant Neurologists or Registrars through their outpatient clinics, following the 

confirmation of diagnosis. Eligible participants were approached by their doctors, provided with 

the Participant Information Sheet (see Appendix D) and invited to take part in the study. Those 

who showed interest and gave verbal consent for their details to be passed on to the Principal 

Investigator were contacted to discuss the study. A suitable interview date and time were 

arranged with those who wished to take part.  

 

Participants were able to choose between a face-to-face or a telephone interview (as part of the 

original study protocol). It was thought that the telephone interviews would make the study more 

accessible to participants with travel limitations. If participants chose to have a telephone 

interview, consent forms (see Appendix D) were sent out in the post with stamped addressed 

envelopes to be returned to the Principal Investigator. Phone interview dates were arranged only 

after written consent was obtained. All participants were aware of their right to withdraw from 

the study at any point without any penalties or impact to the health care they received.  
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Figure 2.1 Procedure Flowchart 

DCN: Department of Clinical Neurosciences: PI: Principal Investigator, CEAS: Compassionate Engagement and 

Action Scale, DASS-21: Depression, Anxiety and Stress Scale. 

 

 

 

 

Eligible participants identified by the Consultant Neurologists/Registrars 

in  DCN through outpatient Neurology clinics. 

Eligible participants approached the Consultant Neurologists/Registrars 

and informed about the study 

Prospective participant  

declines to take part  

Eligible participant shows interest in taking part- gives verbal consent for 

the PI to make contact with patient 

PI makes contact the eligible participant  to arrange an interview date  

Participant agrees to take part- a 

face-to-face interview session 

arranged  in DCN 

Participant agrees to take part 

but prefers a telephone 

interview  

Prospective participant 

declines to take part 

Data Collection: Interview, Questionnaires: CEAS, DASS-21, 

Demographics 

Written informed consent 

obtained at interview session 

prior to data collection 

Written informed consent sent 

to patient in post to sign and 

return prior to data collection 
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2.3.5 Interviews 

Qualitative data was gathered through semi-structured interviews. An interview schedule was 

developed based on existing literature, such as qualitative research exploring compassion in a 

range of clinical samples (Waite, Knight & Lee, 2015; Lawrence & Lee, 2013; Pauley & 

MacPherson, 2010) and research exploring individuals‘ experiences of living with dissociative 

seizures (Rawlings & Reuber, 2016; Rawlings et al. 2017). Appendix E presents the questions the 

interview schedule covered. The questions were broad and open-ended to enable rich discussion 

of participants‘ experiences. Initial questions focused on getting to know the participant in the 

context of their diagnosis and to ease them into discussing subjects that may be more personal. 

While the interview schedule guided the flow of discussion, there was also flexibility to allow 

participants to discuss other relevant issues which the interview schedule may not have covered.  

 

A portion of participants would also be consulted at the end of their interviews regarding their 

thoughts and comments about the interview questions. This would form the basis of a feedback 

which would contribute to the iterative formulation of research questions within Grounded 

Theory and help shape the course of inquiry in subsequent interviews. Participants would also be 

consulted for their feedback on the emergent themes from their interviews, as a means of 

obtaining respondent validation.  

 

In addition to the interviews, participants would be asked to complete two questionnaires to 

provide more information about their experiences with self-compassion and mood:  

1) The Compassionate Engagement and Action Scale - Self-Compassion version 

(Gilbert et al. 2017): This self-report measure was developed in accordance with Gilbert‘s 



 58  
 

evolutionary motivational approach to compassion. The scale consists of three separate 

orientations to compassion: compassion to self, compassion to others and compassion from 

others. In the current study, only the self-compassion version was used. The respondents are 

asked to rate statements about self-compassion on a 1-10 Likert scale (ranging from never-

always). The questionnaire has two sections: The first set of questions include questions on the 

respondents‘ motivation and ability to engage with distress. The second set inquires about the 

respondents‘ ability to act in response to and alleviate their distress.  

 

This is a newly developed scale and its validity and reliability has been established with British, 

American and Portuguese samples, with a reported convergent validity α = .74 for engagement 

and α = .89 for action sections of the self-compassion subscale (Gilbert et al. 2017). Further 

studies also established the scales psychometric properties in normal population based samples in 

Britain (Lindsey, 2017) and in Netherlands (Kleissen, 2016). Validation of the scale with clinical 

samples is still in progress. Considering the exploratory nature of the current study, it was 

thought to be an appropriate and theoretically congruent tool to further describe the experiences 

of participants‘ self-compassion. 

2)  Depression, Anxiety and Stress Scale – 21 items (DASS- 21; Lovibond & Lovibond, 

1995): This is a 21 item scale which measures self-reported levels of depression, anxiety and 

stress. Its validity and reliability has been established with both non-clinical samples (Henry & 

Crawford, 2005) and clinical samples (Sukantarat, Williamson, & Brett, 2007; Ronk et al. 2013). 

This measure would help obtain a more objective measure on participants‘ mood which would be 

important to take into consideration during the analysis.  
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In addition to these questionnaires, participants would be asked to complete a demographic 

information sheet to gather more information about their age, sex, years of education and number 

of years since the onset of symptoms. With participants‘ consent, contact details of their GPs 

would be obtained, to inform them regarding their patients‘ participation. Appendix F presents a 

copy of the questionnaires used as part of data collection.  
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2.4 Termination of Study 

Unfortunately, due to Covid19 outbreak the project was suspended. An application could have 

been made to lift the suspension and continue with data collection remotely (through telephone 

interviews). However a decision was made to terminate the study due to following reasons: 

 

1) It was expected that lifting of suspensions would take some time for non-Covid studies due to 

additional time demands research would make within clinical settings (e.g. for clinicians), even if 

remote data collection was possible. Considering the time-frame available for the submission of 

the doctoral thesis, further delays in recruitment would make the project unviable.  

 

2) The lockdown measures indicated a significant change in context and this was believed to 

potentially impact on the validity and transferability of the data collected. Since the study aimed 

to explore participants‘ self-to-self relationship in the context of their diagnosis, significant 

changes in life-circumstances due to the lockdown (and its consequences such as changes in daily 

life, employment status, family relations) was believed to be a significant change of context that 

would affect the interview data. The changes in circumstances could also create a change in 

participants‘ priorities in taking part in research in the first place as well.  

 

3) It was thought that during the stressful and uncertain times of a lockdown, participants could 

experience more significant distress unrelated to the study itself. This could impact on the 

researcher‘s interpretation of the research data. Furthermore, the potential increase in participant 

distress was also important to consider from a risk-management perspective, where services to 
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which participants would be signposted to could have changed, become unavailable or 

inappropriate under the changing circumstances.  

 

4) With the non-urgent healthcare services moving away from face-to-face patient contact, there 

was some uncertainty around how long the existing route of recruitment could continue. Even 

though the recruiting clinicians had indicated their willingness for ongoing recruitment around 

March for as long as possible, the uncertainty around future clinical activity posed risk for 

completing the recruitment in time for the completion of the thesis project.    

 

Following the decision to terminate the study, three participants who had verbally consented to 

take part in the study were contacted and informed of the termination of the study. One 

participant who took part in data collection was also contacted, informed that the data would not 

be analysed further and thanked for participation. The data collected was treated in accordance 

with the ethical approval: The recorded interview was anonymously transcribed and audio 

recording subsequently deleted as per ethical approval protocols.  

 

2.4.1 Reflections 

Throughout the design and implementation of this project, there has been a number of unexpected 

and significant barriers along the way. While it was disappointing to not be able to conclude the 

study, the project itself was an immense learning opportunity in managing unexpected changes, 

working with collaborators and clinicians, as well as safeguarding data validity and meaning.  
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I did not have an experience working clinically with patients experiencing DS, until after the 

termination of the study. Shortly after wards, I had this opportunity. This enabled me to reflect 

further on how the current study could be improved for the future.  

The current design was based on one-off interviews with participants. Now that I have had the 

opportunity of working clinically with patients, I can recognize the benefit of working with 

people over a number of sessions as this creates a stronger rapport and enables richer information 

during interviews. Compassion can be a difficult conversation for participants, not only due to its 

emotional components, but also because within the society it is a less readily discussed concept 

and people may need time and space to reflect on their experiences and to find best ways of 

expressing these. Therefore future research designs may consider meeting individuals multiple 

times ahead of the interview session to build rapport or considering multiple interview sessions.  

It was important for me that the study was accessible to all eligible participants. Telephone 

interviews (even prior to lockdown conditions) were a favoured option by prospective 

participants because accessing the hospital at times meant lengthy trips on public transport. It is 

possible to consider home visits or visit within a community space in future study designs. 
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3.1 Abstract 

Greenspaces are known to have physical and psychological well-being effects. Especially in 

deprived communities greenspaces are thought to have an ―equigenic‖ effect whereby 

engagement with greespaces minimise health-related inequalities. Despite these benefits 

individuals from deprived communities are less likely to engage with greenspaces.  

 

A previous MSc project aimed to find out views of individuals from deprived communities, in 

relation to what benefits and barriers they perceive and what solutions they propose for better 

engagement with greenspaces .The current study is a secondary analysis of existing data with the 

aim to inform future interventions to facilitate engagement.Interview scripts from eleven 

participants were analysed using a constructivist Grounded Theory approach.   

 

The analysis resulted in eight themes relating to benefits, ten themes relating to barriers and eight 

themes of proposed solutions. Current results focused on more novel themes and themes relating 

to internal factors. For the benefits the chosen themes were ―Impact on mental health and well 

being‖ and ―Social connectedness‖. For barriers the themes were ―Psychological barriers‖, ―Time 

pressures‖, ―Perceptions about greenspaces‖ and ―Availability of technology‖. Proposed 

solutions included ―Raising awareness about benefits of greenspaces‖, ―Organising events and 

activities‖ and ―Showing willigness to engage with greenspaces‖.  

 

Selected themes highlight the importance of  internal benefits and barriers to engagement with 

greenspaces as well as factors relating to the community and social connectedness. These are 

discussed in relation to existing literature to inform future intervention studies.  

 

 

 

 

Keywords: Greenspaces, Grounded Theory, Engagement, Health Inequalities 
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3.2 Introduction 

Greenspace is an umbrella term that refers to areas of vegetation, such as parks, fields, meadows, 

woods, forests and other ecosystems (World Health Organisation, 2017). There has been 

increasing interest in the research of greenspaces across disciplines including social care, 

psychology, healthcare and medicine, ecology and many other fields, creating a growing but 

fragmented evidence base (Taylor and Hochuli, 2017).  

Studies show that living near greenspaces have a positive impact on physical health (DeVries et 

al., 2003; Maas et al., 2006) and mental health (van den Berg et al., 2015; Wood et al., 2017; 

Houlden et al., 2018). Greenspaces have salutogenic effects, such as regeneration of attention 

(Kaplan, 1984) and reduction in stress and cortisol levels (Ulrich et al. 1991). The impact of 

greenspaces on well-being is complex and the need to consider moderating and mediating factors 

within a theoretical framework has previously been highlighted (Lachowycz, & Jones, 2013).  

Income inequality and socieoeconomic status are recognised as important factors when 

considering the impact of greenspaces. Prevalence of common diseases were shown to be lower 

in areas near greenspaces, even when socio-econominc factors were controlled for, suggesting an 

intrinsic health benefit of green spaces (Maas et al. 2009). Furthermore, greenspaces were shown 

to predict better mental health outcomes, particularly for those individuals coming from deprived 

communities, despite such benefits not being observed for communities of higher socio-economic 

status (Mitchell, Richardson, Shortt & Pearce, 2015). Individuals from more deprived areas may 

experience particular health benefits from accessing greenspaces, which could reduce health-

related inequalities (Mitchell & Popham, 2008).  
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This suggests that greenspaces can have an equigenic effect, whereby exposure and access can 

serve to reduce existing health-related inequalities (Mitchell, 2013). However, despite the 

potential benefits that greenspaces might offer in facilitating resilience and reducing existing 

inequalities, individuals from lower socio-economic backgrounds are less likely to access and 

engage with greenspaces (Burt, Stewart, Preston & Costley, 2013). Therefore, interventions for 

facilitating better engagement with greenspaces for this socio-economic group could provide 

relatively low cost means of minimizing health inequalities and improving community physical 

and mental health.  

A previous MSc project in 2018 aimed to explore the perspectives of individuals from low socio-

economic backgrounds, regarding their engagement with greenspaces. Qualitative interview data 

were collected from 12 individuals across two deprived areas of Edinburgh. The study aimed to 

explore participants‘ experiences and thoughts in relation to benefits, barriers and proposed 

solutions for greenspace access, with a view to inform interventions that could facilitate better 

greenspace engagement within these communities. The three members of the original research 

team conducted analyses and discussed their findings separately in their respective MSc theses. 

All members of the research team identified improvements in mental and physical health and 

social cohesion as important benefits of engagement with greenspaces. Furthermore, there was 

shared consensus on the impact of bad weather, poor accessibility, low quality and poor 

maintenance as barriers to engagement.   

 

There was also divergence across the findings: One researcher reported benefits such as 

―Connection to nature‖ and ―Escaping urban stressors‖ which did not emerge as separate themes 

in other analyses (McGovern, 2018). Two researchers identified lack of motivation as a barrier to 



 71  
 

engagement (Burke, 2018; McGovern, 2018), however in Burke‘s analysis, this was also 

connected to prioritization of engagement. The third analysis (Robertson, 2018) reported 

additional barrier themes, such as lack of interest, lack of entertainment and time constraints, 

which did not emerge as stand-alone themes in other‘s analyses. With respect to solutions, 

organization of activities in greenspaces, improved access and community involvement were 

three areas highlighted in Robertson‘s analysis. These were not mirrored in McGovern‘s results 

whereby the emerging solution themes related to poor weather, quality and safety of greenspaces 

and organisation of activities. The only solution discussed by Burke related to increasing 

awareness about the benefits of greenspaces to facilitate engagement.  

 

The prior analyses were carried out using Thematic Analysis (Braun & Clark, 2006), however 

each researcher followed a different approach to analysis. For instance, one analysis included 

only the dominant themes (with a representation rate of 70% or more) and the proposed solutions 

were only included if they were relevant to the barrier themes discussed (McGovern, 2018).  The 

second researcher maintained a wider limit of inclusion for each theme and identified most 

number of barriers and solutions across the research team (Robertson, 2018). The final researcher 

followed a realist perspective to the thematic analysis and combined the analysis for benefits, 

barriers and solutions to engagement under the umbrella of six parent themes rather than 

considering them separately (Burke, 2018). The differences of approach to data analysis likely 

contributed to the divergence of themes and varying conceptualisations of the dataset.  

Considering the above factors, the current study was designed as a secondary analysis of the 

existing interview data with individuals from a deprived area of community. Using a 

constructivist Grounded Theory approach (Charmaz, 2014) the aim of the secondary analysis was 
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to further explore the themes pertaining to the perceived benefits and barriers to greenspace use 

and the solutions to facilitate engagement with greenspaces within a low socio-economic 

community. The research questions were as follows: 

1. What are the perceived benefits and barriers to spending time in greenspaces for residents 

of deprived communities in Edinburgh? 

2. What solutions do these residents suggest to facilitate and increase greenspace use? 

Considering the desire to inform discussions on future interventions, the current analysis 

aimed to explore themes relating to benefits, barriers and solutions separately. External and 

environmental factors (such as accessibility, maintenance, security and littering) are well 

discussed within the literature in relation to deprived communities‘ engagement with 

greenspaces (Hoffimann, Barros & Ribeiro, 2017; Cronin-de-Chavez, Islam & McEachan, 

2019). These factors were also well discussed by the prior MSc research team. Therefore the 

secondary analysis aimed to focus the discussion on less frequently discussed and internal 

factors impacting on greenspace use where possible to add to existing discourse.  
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3.3 Methods 

3.3.1Ethical Approval 

Ethical approval for the re-analysis of the existing interview data was granted by the University 

of Edinburgh Ethics Committee. The approval letter is presented in Appendix H. 

 

3.3.2Design 

This is a qualitative research project. The original research team had chosen Braun and Clarke‘s 

(2006) thematic analysis as their preferred method of analysis. However in the current secondary 

analysis, a constructivist Grounded Theory approach (Charmaz, 2014) was followed, as an 

inductive and data-driven approach would be suitable in understanding this participant groups‘ 

experiences of engaging with greenspaces. It was felt that in a closed dataset (where further 

recruitment was not possible), Grounded Theory could allow for a better representation of 

relevant themes which might be voiced by fewer number of participants. It was also felt that this 

approach could lead to the emergence of a fresh and different perspective compared to the 

existing analyses of the same dataset. 

 

3.3.3Participants & Recruitment  

Participants were recruited by the original research team. Recruitment took place across two pre-

selected communities, which had an overall deprivation of less than or equal to 5
th

 decile and 

housing deprivation of less than or equal to 3
rd

 decile, as measured by the Scottish Index of 

Multiple Deprivation (SIMD, 2016). Data collection was completed in two communities (named 

A and B), across four data zones. Table 3.1 presents the deprivation scores for each zone. Both 



 74  
 

communities were situated within one mile of greenspaces, of comparable size and descriptions. 

This helped minimize the potential confound of proximity and accessibility of greenspaces. 

  

Table 3.1 Overall Deprivation and Housing Deprivation SIMD Scores across data zones 

 
SIMD Overall 

Deprivation 

SIMD Housing 

Deprivation 
Population 

Community A zone 1 Decile 2 Decile 1 995 

Community B zone 1 Decile 1 Decile 2 1054 

Community B zone 2 Decile 1 Decile 3 511 

Community B zone 3 Decile 1 Decile 2 914 

 

To be considered eligible, participants had to be between 18-65 years of age and able to travel 

one mile unassisted by someone else (by foot or using a mobility aid). This helped minimize 

accessibility barriers in engaging with greenspaces. Participants were also required to have a 

disposable household income no higher than the £21,001-32,676 income bracket (based on the 

National Office of Statistics‘ figures for the UK household mean). No more than half of the 

participants from each community held or were pursuing degree-level qualifications at the time of 

interviews. Participants were required to have a good command of the English language to be 

considered eligible. 

 

Recruitment took place via postal drops of invitation letters at randomly selected addresses, 

which were determined by the Royal Mail‘s postcode finder. These were hand delivered to all 

eligible addresses in Community A and two data zones in Community B. Due to a shortage of 

recruitment, a further wave of invitations were randomly delivered to 167 addresses within a third 

data zone in Community B. Additionally, posters were placed within communal areas and 

businesses within local communities to attract interest in the study. Online posters were 

circulated within community public Facebook groups. 
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Eligible participants were asked to express interest via e-mail (invitation letters informed 

participants that computer and internet access were available through libraries). Participants who 

expressed interest were asked to complete an online screening questionnaire to gather 

demographic information and fully assess their eligibility for the study. Participants who took 

part were awarded £5 for their participation. 

 

3.3.4Interviews 

Semi-structured interviews were conducted face to face by the three members of the original 

research team. An interview schedule was developed to maintain a similar style of inquiry across 

the interviews. The questions were piloted with colleagues prior to data collection. Five broad 

questions were asked during the interviews: 

 ―Can you tell me a little about how you use green spaces in Edinburgh, if at all?‖  

 ―What do you think, if any, are the benefits of spending time in green spaces?‖ 

 ―What are the barriers that prevent you spending more time in green spaces?‖  

 ―What do you think could be potential solutions to the barriers we‘ve discussed?‖  

 ―Is there anything else you would add to a discussion of green spaces?‖  

 

The schedule aimed to ease participants into conversation and to build rapport. Appendix I 

presents the interview schedule and suggested prompts for each question (as previously reported 

by the MSc research team). Interviews lasted around one hour and were recorded digitally on 

Dictaphones. Transcription was completed verbatim, taking into consideration participants‘ 

dialect, tone of voice, and pauses. 
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3.3.5 Procedure for secondary analysis 

The transcribed interview scripts were already anonymised as part of the original data analysis. 

However, prior to re-analysis the scripts were reviewed again by the researcher and the academic 

supervisor for potential identifier information. Place names which could compromise anonymity 

were redacted by the academic supervisor (denoted by <R> in the transcripts), before the scripts 

were transferred to the researcher for re-analysis. Upon receipt, the transcripts were reviewed 

again for potential identifiers, however no further identifiable information was observed during 

the initial readings. 

 

3.3.6 Analysis and Reflexivity 

The researcher refrained from reading background literature and the original research teams‘ 

findings prior to commencement of the secondary analysis. This was so as not to create potential 

confound and bias within the emerging themes. Each interview script was read a number of times 

from start to finish, creating familiarity with the data, before initial coding was commenced.  

 

NVivo12 was used to complete the analysis. Comments or questions which were perceived to be 

leading were omitted from analysis. Initial coding was completed within two weeks, which was 

followed by two iterations of focused coding. Prior to concluding the analysis, themes which 

emerged from focused coding were considered within the context of prior literature. While this 

could have introduced some potential bias, it was thought that considering the literature at the 

later stages of analysis would minimize this risk, while helping with identification of relevant and 

novel themes within the context of existing knowledge.  
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Considering the research aims and the limitations of a complete dataset, a balance was sought 

between evaluating themes that were well grounded in data, while still being inclusive of relevant 

themes expressed by fewer participants.  

 

Since this was an already complete dataset without any opportunity to gather more data, it was 

not possible to use the grounded theory approach in an iterative way to inform data analysis and 

theory building. In order to examine possible sources of researcher bias, a reflective diary was 

kept throughout the analysis, noting experiences felt after reading and coding the interviews. This 

was aimed to help the meaning making process, since the interview scripts were the only source 

of information regarding the interviews and the interviewees. This reflective practice helped 

address the potential impact hidden or pre-conceived assumptions could have on the coding 

process. For instance, when one of the participants disclosed their own disability and wheelchair 

use, the researcher used the reflective process to question whether the constructed codes were 

adequately representing the participants‘ lived experience or whether they fit with the researchers 

pre-conceived ideas about accessibility, living with disability and participation in community. 

The reflective process also helped consider assumptions about what makes a community, 

especially when exploring participants views who were students and who had lived abroad prior 

to becoming part of the communities in their respective neighbourhoods. The constant 

comparative method was used throughout to guide the analysis and to ensure that emerging 

themes were well-grounded in data across the dataset. 
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3.4 Results
 

The original research team recruited 12 participants in total. One of the participants had a higher 

annual income than set out in the eligibility criteria and thus this interview script was omitted 

from analysis. Table 1 shows participants‘ demographic information. All participants were from a 

White British background except for one (Participant 4) who identified as belonging to a ―Mixed 

(Other)‖ background. 

 

Table 3.2 Participant demographics 

Participant  Area Gender Age Highest level of education 
Employment 

Status 

Annual 

Income (£) 

1 2 Female 46-55 
BA/BSc/equivalent degree or 

higher 

 

Self-

employed 
0-21,000 

2 2 Female 46-55 
BA/BSc/equivalent degree or 

higher 

 

Employed 

(full-time) 

21,001-

32,676 

3 1 Female 46-55 
Secondary school 

qualifications 

 

Employed 

(part-time) 
0-21,000 

4 1 Female 18-25 
BA/BSc/equivalent degree or 

higher 

 

Self-

employed 

21,001-

32,676 

5 2 Male 26-35 
BA/BSc/equivalent degree or 

higher 

 
Student 0-21,000 

6 2 Male 56-65 
Apprenticeship, vocational 

course, diploma, or other 

 
Unemployed 0-21,000 

7 1 Female 36-45 
BA/BSc/equivalent degree or 

higher 

 
Student 0-21,000 

8 1 Male 18-25 
Secondary school 

qualifications 

 
Unemployed 0-21,000 

9 2 Male 46-55 
Secondary school 

qualifications 

 
Unemployed 0-21,000 

10 1 Male 26-35 
BA/BSc/equivalent degree or 

higher 

 

Employed 

(full-time) 
0-21,000 

11 1 Male 26-35 
Secondary school 

qualifications 

 
Unemployed 0-21,000 



 79  
 

3.4.1 Coding and Main Themes 

The analysis aimed to explore emerging themes for benefits, barriers and solutions to engaging 

with greenspaces separately.  Initial readings of the interview scripts did not highlight significant 

differences of viewpoints between participants from the two recruitment areas. Therefore the 

analysis was completed on the whole dataset, without any regional comparisons.  

 

Initial coding produced 194 codes, which through two iterations of focused coding, were refined 

into 8 themes relating to benefits of engaging with greenspaces, 10 themes relating to barriers to 

engagement and 8 themes of proposed solutions. Table 3.3 presents the broad range of themes 

that have emerged from analysis. The range of emergent themes and supporting quotes are 

presented in Appendix J for information and transparency.  

 

Some of the emerging themes are well known within the greenspaces literature (e.g., external 

factors like accessibility and distance, impact of bad weather on engagement, the need for well-

maintained greenspaces or impact of greenspaces on physical health.). Results presented below 

aimed to focus on aspects of the analysis which were less well-covered themes that could 

contribute to discussions about future interventions for facilitating engagement with greenspaces, 

particularly focusing on themes relating to internal factors.  

 

For benefits of engaging with greenspaces, the themes chosen for discussion were ―Positive 

Impact on Mental Health and Well-being‖ and ―Social Connectedness‖. For barriers, the chosen 

themes were ―Psychological Barriers‖, ―Time Pressures‖, ―Greenspaces perceived as being 

‗boring‘‖ and ―Availability of Technology‖. For proposed solutions, chosen themes for analysis 
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were ―Organised community events and activities‖, ―Raising awareness‖ and ―Willingness to 

Engage with Greenspaces‖.  

 

For each theme and subtheme, supportive quotes are presented in relevant tables. When 

presenting participant quotes, interviewers‘ clarifying questions or comments were redacted 

(indicated with ―[…]‖) for purposes of brevity,  if the omission was considered to not 

significantly change the meaning of the script.  

 

Table 3.3 Emerging themes for the benefits, barriers and proposed solutions to engaging with 

greenspaces 
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3.4.2 Benefits of spending time in greenspaces: 

 

3.4.2.1 Positive impact on mental health and well-being: 

This theme consisted of three inter-related subthemes. Firstly, the majority of the participants 

recognised that engaging with greenspaces had a positive impact on their mental health; they 

reflected on feeling better within themselves after going for a walk or spending time in a 

greenspace. Greenspaces were described as having relaxing qualities, where participants attended 

greenspaces with the intention of relaxing or calming themselves down. The calming atmosphere 

in greenspaces was reported to facilitate present moment awareness, where some participants 

enjoyed mindful observation of their surroundings and the nature.  

 

Table 3.4 Subthemes and supportive quotes for the theme “Positive Impact on Mental Health and 

Well-being‖ 

Positive Impact on Mental Health and Well-being 

Positive impact on Mental Health 
―Yes. Because you know, if you outside... you, you know you, even if you just uh, say you just take a 

walk, you know, you- you feel yourself happier, I will say‖ (Participant 10)  

 

―Emm, I think s'good for me mood as well... ehh... sort of, emm, peace and quiet, so [chuckles], emm... an' 

time to reflect an' stuff as well an' things... um... and just generally seeing ma dogs out exercising I 

actually get quite a lot of pleasure from that as well, seeing them enjoying the green spaces too so... ah 

think it‘s really beneficial for mental health...‖ (Participant 2) 

 

―I quite like ta, the one thing about <R Park 4>, when you see it on a sunny day and there‘s like, you go 

see people just doing different things. There‘s cricket goin‘ on there‘s football goin‘ on, and there's people 

just lying about doing different things and it's... there's a certain amount of, um… utter, clear pleasure in 

watching all them people sort of enjoying themselves about, like, you know? So, I think that can raise 

your mood so, uh…‖ (Participant 6) 

 

Space for relaxation 
―Kind of, maybe yeah. Just sort of getting out of my own head. It's nice to just go and sort of clear my 

head. Um, in the better weather I have even sort of sat and read in the park, for a little bit, or got a coffee 

or...‖ (Participant 5) 

 

 ―Cause it does help me relax and when I want to relax I just don't need anybody else around, anybody I 

know at least ―[chuckles][...] And, also, I sometimes go with my book, if it's nice and sunny and I can sit 

outside I take my book... and... No, I mostly go when I'm alone because I mostly go to, unwind, so... 

Yeah...‖ (Participant 7) 
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―It just, takes your mind aff it an‘ helps you relax as well, eh. [...]Well, it helps me relax, don't know about 

everybody else.  [...]Certainly helps me relax anyway.‖ (Participant 9) 

 

Being in the present moment 
―Gets you a chance to relax completely. Cause even... you can go home after work but then you're stuck 

with... I dunno... cooking and then you turn on some YouTube, or Netflix, or news, so you're getting from 

your computer screen and then there are some other problems at home, but if you actually spend some 

time after work in a green space, you get this buffer time or... [...] Uhm, away from those problems and 

I'm not yet with the other ones so it's a bit of like a... bubble.‖ (Participant 4) 

 

―Yeah. So sometimes I just need to go and, sort of quiet everything down and- and go and focus and like, 

you know...sort of look to the horizon. You know when people say that when you get a bit seasick or 

something, it‘s a bit like that I guess.‖ (Participant 5) 

 

―Eh, but when yur down there it's, when you git tae the tap o' the hill an that I have a pair o' binoculars in 

the house so you can sit and watch, like, the whole o‘ the countryside. Just a big massive view, eh, so you 

sit there for hours with a pair ae binoculars, eh.‖ (Participant 9)  

 

3.4.2.2Social Connectedness  

Greenspaces were described as enhancing feelings of connectedness to others within the 

community. This seemed to result from seeing others engage with greenspaces on a regular basis 

and this enhanced the community feel. One participant (Participant 6), described a sense of 

belonging to the local park (which is where they grew up), despite its shortcomings. Furthermore, 

greenspaces were described as social places where meeting others and connecting with them were 

perceived as being easier compared to other social situations. Two participants described a shared 

sense of values with other greenspace users.  

 

Additionally, greenspaces were described as providing opportunities for being on one‘s own at 

the same time as providing opportunities for being in connection with others in the community. 

This was captured with the subtheme title ‗Solitary Connectedness‘.  A sense of perceived control 

was described by two participants where they felt able to choose whether or not they wished to 

interact with others within the greenspace. 
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Table 3.6 Subthemes and supportive quotes for the theme “Social Connectedness‖ 

Social connectedness 

Connectedness to others in the community 
―But it's nice to feel that it's kind of getting used. It feels like there's a community that use a green space. 

Um, that's something that is quite nice, so... I don't know, sort of where that fits in‖ (Participant 5) 

 

―I think people, uh, benefits- there‘s- there‘s… I‘m tryna think of any other benefit's that I've not 

mentioned. People are a lot more friendly. And they go uh, people are a lot more sociable when they meet 

each other in a park. You know, and they'll talk to ya, they'll say hello just to a total stranger. If you're 

walking along the <R Path 2>, you'll say, "G‘d morning," "morning." Things like that; that changes as the 

day goes on. But, eh, if you see a- an individual walking, you‘re- you're likely to say, "hello," as opposed 

to ignoring them. So, um, you can see that it sorta, eh, creates a social, um, cohesion‖ (Participant 6) 

 

―-but I think that it works everywhere like that. And... also I am thinking that, someti- I dunno - somehow 

I feel very close to people in these spaces.‖ (Participant 7) 

 

Shared sense of values  
―They- they, they‘ll start… You put on your- your armour, when you're out there (inaudible) because 

you're... you don't know who the person y‘are- in the city is. But, see you recognize a fellow… um, 

country person. So, you've got something in common cause you're walking in the- you're taking the time 

to walk out in the path and everythin'. So, you recognize that and eh, I think, why that is, I don‘t know, 

I‘ve no idea…‖ (Participant 6) 

 

―Dya know what I mean? Whereas in green space you're away from it all, like... I wouldn't say away from 

everyone because obviously there's other people an that there, but you don't mind it. [...] Dya know what I 

mean? Cause they're not there- cause they're no causing trouble or that. [...] They're just there for the same 

reason you're probably there.‖ (Participant 8) 

 

Solitary connectedness 
―Erm, like for me it's actually quite nice if you're walking through on like a Saturday afternoon, and are 

some, like there's like a football match going on or something. Like, as weird as it sounds, having said that 

I need to get away from people, there's something quite nice about that kind of- feeling like there's 

something going on? Umm... and it's- it‘s nice to feel like these spaces kind of get used, even though I can 

sort of maintain my anonymity and stay sort of at the back and not really get involved.‖ (Participant 5) 

 

―So, as- even when I'm feeling down I've learned to sort of go out anyway. Em, and become sort eh... part- 

part of, just part of things without… so parks are good as opposed to just dressing and going to the library, 

maybe. Or things that're filled with people. You know if somebody talks to you in the library they might 

be giving you a chat for ages, whereas in- in a park or a green space it's just fleeting contact, so, it's 

contact without any commitment. [...] So, eh-[...] Um, purely from a- purely from a personal point of 

view, I think it makes you feel good that someone speaks to ya? Somebody smiles at you, because I- I 

think that good- goodwill is transferable‖ (Participant 6) 

 

―Yeah. I think it is ‗cause I see a lot of people just s- sitting on their own. [... ] Dya know what I mean, it's, 

it's like, it‘s really enjoyable.[...] Sometimes. Just being on your own, sit outside.‖ (Participant 8)  
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3.4.3 Barriers to spending time in greenspaces:  

 

3.4.3.1Psychological Barriers 

Most participants recognised lack of motivation as a significant barrier to engaging with 

greenspaces. One participant conceptualized the reason for lack for motivation in relation to life-

stressors such as unemployment and depression. Other participants considered lack motivation in 

relation to being lazy. Having a disinterest in greenspaces was also described as a barrier by five 

participants, even when well publicized activities in greenspaces were available.  This disinterest 

was highlighted as a reason for lack of engagement with such events. One participant discussed 

that not knowing about the benefits of greenspaces could be a contributing factor preventing 

engagement. Some participants who sought solitude in greenspaces described deterring their visit 

to a greenspace if they perceived it to be crowded.  

 

Table 3.7 Subthemes and supportive quotes for the theme “Psychological Barriers‖ 

Psychological Barriers 

Lack of motivation 
―Uhm. Well the first one would probably be laziness. […]Sometimes it takes a while, takes an effort to get 

to the place and then if it's a hill then there's some climbing involved and you're, kinda, I'm not prepared to 

do it now, I don't want to, maybe next time.‖ (Participant 4) 

 

―A lot ae people (exhales)... Don't know about the other areas o' Edinburgh but it's probably mostly the 

same. A lot ae, a lot ae people roond about here are, are unemployed, an they're, suffered depression, an 

they've just, no got the motivation.‖ (Participant 9) 

 

―…You have that, you have that, but you know, people don't wanna, people don‘t care, about that, you 

know, so they have to find, unfortunately, [coughs] they have to, you know, you can't really motivate them 

‗cause they have to find that inside of them... ‗Cause, you know, they have the chance to do it and it's for 

free [chuckles] They just not motivated.‖ (Participant 10) 

 

Lack of interest in engaging with Greenspaces 
―Well, I dunno if we can do something about it because, no matter how many, you know exciting 

activities you propose and how many... attractive leaflets you might create or design [laughing] if 

someone, doesn't feel like it, I don't really think that they will, you know, be impressed by it...‖ 

(Participant 7) 
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―Laziness. […] Pff... Hmm... Laziness an just probably canna be bothered wi the place.‖ (Participant 9)  

 

―You have that, you have that, but you know, people don't wanna, people don‘t care, about that, you 

know, so they have to find, unfortunately, [coughs] they have to, you know, you can't really motivate them 

‗cause they have to find that inside of them... ‗Cause, you know, they have the chance to do it and it's for 

free [chuckles] They just not motivated. 

 

Interviewer: ―Yeah... So you think, those programs and activities exist but you don't think it encourages 

people to go outside more? 

 

Participant: ―Yeah.[...]You get the leaflets you know, going out all around and you can read it you know 

like - ah we're ha- having a- a public gathering or, you know, activities or range of stuff and uh... um wha- 

you know uh, for your, um you know, and this stuff's all free, people just, don't care. 

You get the leaflets you know, going out all around and you can read it you know like - ah we're ha- 

having a- a public gathering or, you know, activities or range of stuff and uh... um wha- you know uh, for 

your, um you know, and this stuff's all free, people just, don't care.” (Participant 10) 

 

Crowds when seeking solitude 
―Busy-ness for me is a barrier ah don‘t like in busy sp- green, ya know, ah don't, green space. […]Ah like 

sort o' the big green space where there're not, ah- too many people‖ (Participant 2) 

 

―You go to the open spaces, dya know what I mean, there‘s- there's always people. […]I mean, maybe 

some people feel funny to do it because of the amount of people that there is. I mean a few time a've went 

and I've been like "woah there's loads of people here, I'm just gonna leave it today".‖ (Participant 8) 

 

―Uh... mm... most- I think that overcrowded places would for me, could be the- eh... if there is a place 

with the lack of the... uh... there is the room. Uh, lack of the space. Eh...‖ (Participant 11) 

 

Not knowing benefits of Greenspaces 
―What else would they face? Emm... Maybe not knowing about the benefits of, ya know, what ya can get 

out of it an...[…] ...and how it's, yeah, yeah that'll be sort of like a knowledge of benefits of, getting out 

there, an', mm...‖ (Participant 2) 

 

 

3.4.3.2Time Pressures 

Five participants discussed lack of time as one of the significant barriers to engagement. Work 

and other commitments were described as having a priority, which made it difficult to fit in time 

to spend within greenspaces.  

 

One participant particularly highlighted that seeing greenspace use as less of a priority is a 

reflection of deprioritisation of well-being, especially in the context of significant life stressors 
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such as single parenthood, health problems and economic concerns. This participant was of the 

belief that deprioritizing well-being was a cultural issue and people were increasingly being 

socialized to prioritise other issues over and above actions that would lead to well-being. 

 

Table 3.8 Subthemes and supportive quotes for the theme “Time Pressures‖ 

Time Pressures 

Lack of Time 

―So, my children would like to go more often, but it‘s just fitting it in.‖ (Participant 1) 

 

―Ah try during the week to get you know maybe get once or twice out during the week but not as often as 

ah would like really, but it‘s just really work dependent.‖ (Participant 2) 

 

―I think the biggest barrier to be using green spaces is time.‖ (Participant 5) 

 

―I- ah think the barriers are, em, well, life- life's a rush. So, people think they've not got the time.‖ 

(Participant 6) 

 

Deprioritisation of well-being 

―Um, I think people placing value on their time... is probably the biggest barrier to like, getting the 

benefits of using a green space, and I think one of the reasons why I prioritise it is because I'm used to 

doing that. I think, like I said, sort of in terms of growing up and stuff, I know the benefits of having... you 

know, fresh air, quote unquote. Um... […] I think people tend not to value their own health if they have 

more pressing issues about their own circumstances. So, whether that's health or finance or... [inhales] 

um… families- you know, single parent families are insanely busy. You know, parents who- I mean, I see 

quite a lot of parents prioritize obviously everything else except for their own wellbeing. Cause that's the 

only, like, allocation of their own kind of attention that they can really give. Um, I don't imagine it's easy 

to switch off, particularly if you- you know, you're up against it with trying to make ends meet.‖ 

(Participant 5) 

 

―I think that's- and that's not just about, you know, um, exercising more or using green space, but that's 

generally a cultural issue, particularly in this country. I can't really speak for anywhere else; I think we've 

become almost sort of socialised to believe that... priorities- our first priorities are not our own wellbeing. 

And that's something I think quite strongly when it comes to sort of mental health, in my experience in 

that side of things, like both professionally and personally.‖ (Participant 5) 

 

3.4.3.3Greenspaces perceived as being “boring” 

Four participants indicated that people could perceive greenspaces as being boring. The need to 

self-entertain in greenspaces (unlike during other activities such as going out to a pub) was 

discussed by one participant, who expressed not readily being able to think of activities they 

could do on their own when in greenspaces. 
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Table 3.9 Supportive quotes for the theme “Greenspaces perceived as being ‗boring‖‘ 

Greenspaces perceived as being ‘boring’ 
 

―Um, the boredom factor. […] I find greenspaces a bit dull.‖ (Participant 3) 

 

―Not rea- well, a pub is a place, of- it's a service. […] Where you can get food, you can get drinks, you're 

being served. You feel comfortable and convenient. When you go to green space you have to entertain 

yourself. […]And that sometimes, I think for many people is... is a challenge. Like, what am I gonna do? 

Okay, I'll go to a park, sit down, well okay I can read a book for an hour. And then what? My friends will 

come along, okay we'll play some... I dunno... frisbee, we'll have a pint- well then what? ‖ (Participant 4) 

 

Some people are "Goin' tae a park? The hef- effin hell do you want tae go tae a park for? It's boring!‖ […] 

"Well hav ya tried it?" "Naw". ―So go ‗n try it fur me‖.  (Participant 9) 

 

 

3.4.3.4 Availability of technology 

Three participants expressed that people preferred to engage with technology over spending time 

in greenspaces. Two participants brought in examples of how children would more readily prefer 

entertainment through technology, rather than spending time outdoors. One participant expressed 

being drawn to using their phone and looking up their social media while they were in 

greenspaces. This was described to negate the point of spending time there in the first place.  

 

Table 3.10 Subthemes and supportive quotes for the theme “Availability and use of technology‖ 

Availability and use of technology 

Preference of technology over greenspaces 

―Ehm, I don't know, parks just irnae really popular anymore, I'd say. People would rather do other things. 

Like hold their tablets an phones an... [...]You know, all that stuff.‖ (Participant 8) 

 

―When they're at their own hoose, no, that's it. Computer. […]They just sit there like that [mimes]. 

Usually, when I go up tae their hoose an go in an they're sitting on the computer I just walk in and go 

"tchh", turn the telly aff! […]"Whaaat!" [laughs] "Git ootside!" Nice lovely sunny day and they're sitting 

in the hoose playing a playstation... […]When a wis a kid when it was sunny when you got up in the 

morning, at 8 o'clock in the morning, an it wis the summer holidays you were oot, oot all day. Comin back 

at tea time whin your belly was hungry‖ (Participant 9)  
 
―And also you know like people, I fink in now, in 21st century, they like, you know you can- no offence to 

Edinburgh, but they becoming zombies. So, you can see people walking [laughing] without take a-a look 

around - what's happening around - and just walking and playing in the mobiles, right? [...]Or at home and 

watch TV and everybody do that so... and, you know, I think that's kind of the poison of our generation.‖ 
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(Participant 10) 

 
Technology use in greenspaces 

―Uhm, I sometimes do... but I'll always feel like I, ―I dunno what I'm doing here,‖ when I'm alone. [...] I 

usually do it when, I dunno, I don't have any money to go to somewhere else but I'm waiting-[...]-for, I 

don't know, my partner to finish work, and I'm just sitting there, and I end up just... scrolling through my 

feed, and what's the point in me actually being in the park then?‖ (Participant 4) 

 

 

3.4.4 Proposed solutions to increase engagement with greenspaces: 

3.4.4.1Willingness to Engage with Greenspaces 

This theme was considered to capture participants‘ willingness to engage with greenspaces, by 

showing openness, intention and forward planning. Showing commitment and intentionality to 

use greenspaces were described as being important for facilitating engagement. Seven 

participants indicated that seeing others use greenspaces or hearing from others about this 

encouraged them to also engage with greenspaces. One participant linked this to an enhanced 

sense of community.  

 

Related to this, being open to engaging with greenspaces and showing willingness to spend time 

in greenspaces were highlighted as important factors in creating a positive perspective shift about 

engagement. Some participants commented that in the absence of this openness, individuals are 

likely to not engage with greenspaces. Three participants expressed intentionally choosing 

greener routes and greener views, which reflected their commitment to maximize time spent in 

greenspaces. Two participants expressed that planning ahead and committing themselves to a 

plan (either on their own or with others) facilitated their motivation to engage with greenspaces. 
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Table 3.11 Subthemes and supportive quotes for the theme “Willingness to Engage with 

Greenspaces‖ 

Willingness to Engage with Greenspaces 

Community use encourages others 

― um... I suppose the more it's used by normal, people, as part of their daily lives, the safer it feels...‖ 

(Participant 1) 

 

―Ya know ah know that, ah think sort of word of mouth as well ya know, ah know like as ah say people 

that - that ah know that 'ave recently sort of taken up cycling, they love it so much and they're like always 

sort of bangin' on about it an‘, ju- Maybe that word of mouth would be an option ya know em, eh, what 

else..‖ (Participant 2) 

 

―Erm, like for me it's actually quite nice if you're walking through on like a Saturday afternoon, and are 

some, like there's like a football match going on or something. Like, as weird as it sounds, having said that 

I need to get away from people, there's something quite nice about that kind of- feeling like there's 

something going on? Umm... and it's- it‘s nice to feel like these spaces kind of get used, even though I can 

sort of maintain my anonymity and stay sort of at the back and not really get involved. [...]But it's nice to 

feel that it's kind of getting used. It feels like there's a community that use a green space. Um, that's 

something that is quite nice, so... I don't know, sort of where that fits in [...] -in terms of your questions, 

but that's certainly something that's- that‘s good, and I feel like it's an obvious way of getting people to see 

there is park, um, that they could use at another time other than just using it for sports.‖ (Participant 5) 

 

Openness to engage with greenspaces is a facilitator 

―But I know that uh, I mean I've - I've - actually no, I've just thought of another barrier - in the past I was 

more cautious before I became more familiar, I think before they... when did they build the <R Park 1>? I 

don‘t know... I remember thinking would I go there on my own? Is it safe? But I've - I've actually, through 

going, walking through it quite a lot to the allotment, I don‘t actually feel that way anymore.‖ (Participant 

1) 

 

―Especially among the young people... Well maybe, maybe it would be achievable as step by step, you 

know like uh, you know, just try it a little bit, every day, one day, how does it feel? [...] Ah, just... It's a 

hard question actually...[...] For, f-you know like, f-five minutes of, having uh, basketball or, actu- or kind 

of uh, you know like a exploration. [...] Just five minutes and see, if they enjoy that, and you would like to 

continue it... ‗cause 5 minutes is nothing...‖ (Participant 10) 

 

―Yes yes yes... [inhales] But I was also open to it, because there were people in that area who were 

actually... because it was a small city there were, things that you could do - there was a cinema, there was 

a theatre, there were... cafes. You could lead a kind of an urban lifestyle if you wanted to. So you sh- 

wouldn‘t take advantage of the green space and nature... [...]But for me it was I think my choice to give it 

a try you know, something new, see what I can do with it, how I can benefit from it and... it had good 

results [chuckles].‖ (Participant 7) 

 

Planning ahead 

―Sometimes if it's not just up to me but if there's a specific thing with someone waiting for me, that 

helps...‖ (Participant 1) 

 

―I mean, depending on your-your stage in life, but an-an organised walk, say we'll meet at the play park 

and walk, you know... if-if my friend said, ―I need more exercise- can you support me with this?‖ or 

something like that then we'd arrange a date and do it... just...‖ (Participant 1) 

 

―I think the best th- thing to do, before you get home, like put it in your head, like OK I just gotta shower 
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and get out, ‗cause as soon as [laughs] soon as you, you know sit down, lay down on the bed, like that's it 

[laughs] don't wanna get up.‖ (Participant 10) 

 

Intentionally choosing greener routes and views 

 ―I chose a, I chose a gardeny route you know, coz there's quite a lot of main roads where I try to avoid 

them‖ (Participant 1) 

 

―I'd choose it over walking along the road. [...] It's kind of something that‘s- that might be relevant. Um, if 

I can walk through somewhere that's- that‘s green, I would certainly choose to do that rather than walk 

along the road or… and you know, that's not just because of safety or anything, just because it's nicer 

[laughs].‖ (Participat 5) 

 

―Also, I chose, that's an interesting point, I chose my room on the basis of, like, the view that I would 

have...‖ (Participant 7) 

 

3.4.4.2 Organised community activities and events: 

Five participants expressed that organised community events and activities would attract people. 

Some of these were described as regular events (Such as organised nature walks, exercise classes) 

for groups of people across the lifespan, such as buggy walks or adapted events for elderly. 

Larger events (such as festivals) were also described as potentially attracting individuals. 

However it was recognised that this could be a barrier for some people who wished for solitude in 

greenspaces. Two participants expressed a desire to have more things to do in green spaces; one 

suggesting a reminder list for individuals about the activities they can carry out in greenspaces. 

One participant highlighted the role of systemic structures in increasing access to greenspaces 

(such as the schools organising events in greenspaces, which the families may later return to, or 

schools providing access to allotments for families). 

 

Table 3.12 Subthemes and supportive quotes for the “Organised community events and activities‖ 

Organised community events and activities 

Organised events and activities 

―So ... s- if, if um... things that targeted particular groups of people...[...] Things like the buggy walks are 

good aren't they... or, slower walks for elderly people, things like that.‖ (Participant 1) 

 

―Uhm, no, well yeah, some activities or events, they don't have to be like on a constant basis but just... [...] 

Uhm... even probably like free runs or... The perfect for me would be board games in the park where 

everyone can join and just play some board games. Or, I dunno... markets. [...]Yeah, things like that. Or 
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even just meet ups, I dunno. Social meet ups.‖ 

 

―Ehm, like events, if ya get me? [...] I- I- I think people would go to them a lot more if... people say "oh, 

there's a funfair coming up" or whatever.[...] Or something like that. Or "oh, there's a big game of football 

coming up, I'll go and participate in that" for charity or whatever.‖ (Participant 8) 

 

Having things to do in greenspaces 

―So, it would be nice to have... I don't know... not a website dedicated to it... [laughs] [...] But... Uhm... 

Like some kind of a list that I would somehow find that would tell be about all those things that are very 

obvious that I should have thought about myself and never did.  [...] And be like, "oh yeah! I could… 

dunno, make this wristband sitting in the park." (Participant 4) 

 

―Maybe just the fact that, I dunno, mibee some people would like more to do in green space.‖ (Participant 

8) 

 

3.4.4.3Raising awareness 

One participant expressed that understanding the benefits of greenspaces and encouraging 

individuals to prioritise their well-being needs would lead to more engagement. Using public 

health venues (such as pharmacies and GP surgeries) was suggested as suitable places to provide 

information about the benefits. One participant recounted that they began engaging with 

greenspaces on their GP‘s advice (initially to manage low mood), highlighting the role public 

health professionals can have in raising awareness about the benefits of engaging with 

greenspaces. 

 

Table 3.13 Subthemes and supportive quotes for the theme “Raising Awareness‖ 

Raising awareness 

Importance of prioritising well-being 

―But I feel like... I feel like in terms of you- you know, education and awareness of what- you know, the 

priorities of local government is, I think that more effort could be made in making people aware. I mean, I 

feel very strongly about making people more aware of their wellbeing.‖ (Participant 5) 

 

―Yeah, I kind of alluded to it just- and I think the biggest solution in terms of trying to get people to use 

green space more is- is, to try and get people to prioritize it through an awareness of sort of wellbeing and 

mental health. I think that's part of it I think… People are beginning to sort of prioritize things like activity 

and exercise. I think people are a lot more aware that inactivity is bad for you, for so many reasons. Um, 

and it's not to do with, sort of spending time alone, but that- that can be sort of different from being 

inactive, um...‖ (Participant 5) 

 

―...they‘ve got something similar an everythin, and that‘s all aimed mostly at children... but, em, it's… that 

sort of thing is good to be maintained. And it's not- not to be classed as low priority by the powers that be, 
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because it's all about quality of life, I think.‖ (Participant 6)  

 

Role of healthcare professionals in raising awareness of benefits 

―... Maybe that word of mouth would be an option ya know em, eh, what else... Mm, more sort of 

information and stuff in GP surgeries, sort of ya know pharmacies, stuff like that, the benefits and, eh 

[pause]‖ (Participant 2) 

 

―Doctor says "do you get out much?", ah says "och, a go a walk now an again, eh, up aroond mah block an 

up round the woods an that when I've got my brother's dogs".[...] Ehh, I said, "but that's aboot it". He says, 

s- he says, "probably best cure for depression", he says, "goin' on a walk",  an he says, "even going up the 

top o' Arthur's Seat an", he says, "sittin there for a couple o' hours", he says, "watching Edinburgh an 

watching the world go by". He says "it's suprising the amount ae... how much it de-stresses you". 

(Participant 9) 

 

 

3.4.5 Theory Construction  

 

The emergent themes were considered for consturction of theory. While it was possible to see 

some initial and tentative connections between different themes (such as between lack of 

motivation, depression and external pressures such as availabilty of time and prioritisation of 

work over leisure), there was not adequate theoretical saturation to allow for a robust and 

comprehensive theory. The retrospective nature of the secondary analysis, with no opportunity to 

gather more data for the purposes of theoretical sampling, meant that the endeavours for theory 

construction was limited to the existing dataset only.  
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3.5 Discussion 

3.5.1 Relevance of the current findings to existing literature 

Participants described many benefits of engaging with greenspaces, as well as barriers to 

engagement and potential solutions to these. Rather than focusing on well-discussed external and 

environmental themes, the current analysis focused on presenting themes relating to internal and 

less frequently discussed factors. It is hoped that this will add to the existing discourse about 

facilitating engagement with greenspaces in deprived communities. However it is acknowledged 

that physical/external factors relating to engagement interact with social and community contexts 

(Seaman, Jones & Ellaway, 2010) and successful interventions to facilitate engagement should 

take both domains into account (World Health Organization, 2017).  

 

3.5.1.1 Benefits 

Most participants were in agreement that greenspaces had a positive impact on their mental 

health and well-being. Greenspaces were described as being relaxing and participants expressed 

experiencing better present moment awareness by observing the nature. This is fitting with the 

theoretical views such as the Attention Restoration Theory (Kaplan & Kaplan, 1989; Kaplan, 

2001) which suggests that greenspaces and soft movements within the nature produce a 

restorative cognitive effect by fulfilling depleted attentional resources. The impact of present 

moment awareness on well-being in greenspaces is recognised and intervention projects have 

been developed to facilitate engagement with greenspaces using a wide range of mindfulness 

based techniques (Ambrose-Oji, 2013), sometimes with a focus on harder to reach communities 

(e.g. Nature4Health Project, as cited in Public Health England, 2020). 
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The themes around feeling connected to a community and perceiving a shared sense of values are 

consistent with previous research findings, which suggested that exposure to greenspaces have a 

positive impact on perception of social cohesion within communities (Tilov, Dimitrova & 

Dzhambov, 2017). Social interactions are thought mediate the relationship between greenspaces 

and the well-being effects of engagement, tensions between different groups (regarding the use of 

the space and the identities of the users) shape the meaning and experiences of greenspaces 

(Dinnie, Brown & Morris, 2013).  

 

Dinnie et al. (2013) also discussed different kinds of social interactions that take place within 

greenspaces (e.g. fleeting interactions, formal/informal use) and some individuals‘ preferences 

for using greenspaces on their own, rather than with company. This was also reflected in the 

current study where some participants expressed preferring to use greenspaces on their own to 

relax or get away from life stressors. 

 

3.5.1.2 Barriers and Proposed Solutions 

Participants discussed a number of internal barriers to engaging with greenspaces. When 

considering interventions, it is important to differentiate between lack of motivation, lack of 

interest and perceptions about greenspaces. Previous research suggests that reasons for lack of 

engagement with natural environments can be predicted by different factors; for instance while 

area deprivation was found to predict lack of interest, individual socioeconomic status was 

predictive of individuals stating ―no particular reason‖ for their lack of engagement (Boyd et al. 

2018). How demographic factors impact on lack of engagement would thus be important when 

considering community-tailored interventions to facilitate engagement with greenspaces. 

Providing additional information about the benefits of greenspaces was one of the proposed 
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solutions. It would be important to establish through future research whether such information 

can adequately create a shift in perception for individuals who are not interested or not willing to 

engage with greenspaces.  

 

While organizing events and activities were one of the proposed solutions by the participants, 

individuals‘ needs and their expectations from these events may differ and this can ultimately 

impact on their engagement (Hanson, Guell & Jones, 2016; Public Health England, 2020). 

Therefore, the events or activities should be tailored towards the needs of a particular community. 

Considering that low motivation has been highlighted as a barrier, additional support for 

implementing intentions or planning ahead may be important aspects to interventions to facilitate 

engagement. Exploring individual‘s beliefs, attitudes and perceived level of control using a 

Theory of Planned Behaviour approach (Ajzen, 2011) was suggested to help design effective 

interventions such as implementation of exercise programs in greenspaces (Flowers, Freeman & 

Gladwell, 2017).  

Time pressures have previously been identified as important barriers to engagement with 

greenspaces (Grahn & Stigsdotter, 2003; Mäkinen & Tyrväinen, 2008) and urban bluespaces 

(Pitt, 2019). This theme also emerged in the current study. Additionally, deprioritisation of well-

being needs was described as the growing trend within the society, which impacted on how 

individuals‘ chose to spend their time. Deprived communities may experience particular 

challenges with the prioritisation of well-being needs, since there may be significant external 

pressures for prioritising other domains (e.g. financial pressures or poor job security).  

 

Availability of technology was described as a barrier, both when choosing whether to engage and 

while engaging with greenspaces. It appeared that using technology within greenspace (e.g. social 
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media) reduced one‘s present moment awareness, and participants were aware that this negated 

the point of them spending time in the greenspaces in the first place. This suggests that being 

present in greenspaces may not always equate to engaging fully with greenspaces. This may have 

implications for future interventions, especially those which may wish to incorporate an element 

of present moment awareness.  

 

3.5.1.3 Considerations for the Socioeconomic and Political Context  

 

While the concept of equigenesis provides opportunity to address health-related inequalities 

(Mitchell, 2013) and while facilitating access to greenspaces in deprived communities might 

bring positive change, it is important that the responsibility for addressing inequalities does not 

shift solely upon those who are most affected by such inequality. The systemic nature of 

inequalities within the communities creates additional challenges in creating change. For 

instance, motivation to visit greenspaces was previously shown to be associated with the quality 

of greenspaces (Fongar et al. 2019). However greenspace quality and safety in deprived areas 

tend to be worse when compared to more affluent areas (Rigolon, 2016; Cronin-de-Chavez, Islam 

& McEachan, 2019), which is likely to create additional barriers for engagement, over and above 

the motivation to engage itself. The ‗environmental injustice‘ means that availability of a 

greenspace in the community does not parallel equitability in access and quality (Marmot, 2010). 

 

Furthermore, the difference in the availability of social capital was shown to contribute to 

differences in leisure-time physical activity and health inequalities across different socio-

economic groups (Linsdtröm et al 2001). Financial pressures, lack of free time and prioritization 

of work over well-being are systemically embedded within the socioeconomic structures and 
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therefore interventions to address greenspaces engagement should take wider contextual factors 

into consideration. This is in keeping with a recent framework proposed by Masterton et al. 

(2020) who suggested that greenspace interventions which aim to improve psychological 

outcomes should consider multiple depths of contexts, and map out the specific intervention 

components, mechanisms of action and outcomes of interventions around the themes of Nature, 

Individual Self and Social Self. 

 

3.5.2 Strengths  

The recruitment criteria considered a number of factors (such as distance between greenspaces 

and recruitment zones or participants ability to visit greenspaces unaided) which minimized risk 

of confounds regarding accessibility to greenspaces. The use of SIMD as a standardized measure 

of deprivation enabled an objective assessment of level of deprivation within the communities 

and helped maintain similar community characteristics across the four recruitment zones.  

 

Additionally, the original research team has spent considerable effort in pursuing a randomised 

recruitment strategy which would have minimized selection bias and provide the opportunity for 

better community representation within the sample.  

 

3.5.3 Limitations 

With the exception of one person, all participants expressed engaging with greenspaces regularly. 

Thus it is possible that the existing interviews may have not adequately captured the perceptions 

and experiences of those individuals who are not engaging with greenspaces as much. It is 

possible that those who are not already engaging with greenspaces experience different barriers 

and have different set of proposed solutions which the current sample did not represent.  
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It was also observed that the existing dataset is not ethnically diverse. It is possible that 

individuals who belong to Black and Minority Ethnic communities and who live in deprived 

areas of the city may experience specific barriers to engagement with greenspaces, which would 

not have been represented in the current sample. 

 

3.5.4. Limitations of the re-analysis 

The interview scripts and the demographic information were the only sources of information the 

researcher had at the time of re-analysis. Not being involved in the recruitment and in the 

interview processes, the current analysis was removed from the personal observations that can 

provide significant contextual information with regards to participants and their experiences. This 

was mitigated to a certain extent by keeping a reflective diary during the analysis process to 

examine researchers‘ biases about the interview scripts and how these may have impacted on the 

analysis. 

 

Using a complete dataset meant that it was not possible to use Grounded Theory‘s iterative 

process of analysis to explore emerging themes during recruitment and focus the research 

questions towards other relevant areas of inquiry. To minimise risk of bias within the dataset, 

questions or comments from interviewers which were perceived to be leading were omitted from 

the analysis.  

 

A particular challenge was striking a balance between the desire to explore all possible relevant 

themes and the risks of including themes less well-grounded within the data (e.g. when fewer 

participants discussed a theme). Considering the desire to add to existing literature, a decision 
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was made to be as inclusive as possible when exploring themes. It was not possible to construct a 

comprehensive and well-grounded theory. It was felt that the theme representation and theoretical 

saturation within the available data would not adequately support the construction of a robust 

theory. This is unfortunate because this could bring further understanding to the complex 

connections within the emergent themes and provide hypotheses which could lead to targeted 

interventions based on the local community‘s needs. It could be argued that three overarching 

themes of benefits, barriers and proposed solutions were wide perspectives for the purposes of 

theory construction with the available data. Future research could focus more closely on these 

overarching themes separately and pursue theoretical sampling to further shape and construct the 

theoretical inquiry. 

 

3.5.4 Conclusion 

The emergent themes suggest that participants are aware of the benefits relating to mental health, 

well-being and community connection benefits. The barriers and solutions discussed draw 

attention to psychological factors such as motivation, willingness, and attitudes towards 

greenspaces. These provide further discussion points for future interventions designed for 

improving accessibility and engagement with greenspaces. Tailoring the interventions based on 

the needs and perceptions of the local communities will likely facilitate better engagement. 
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APPENDIX A: Submission Guidelines for Psychology and Psychotherapy 

 



 108  
 

 



 109  
 

 



 110  
 

  



 111  
 

 



 112  
 

 



 113  
 

 



 114  
 

 



 115  
 

APPENDIX B: Studies excluded from systematic review 

Table 1 Studies excluded from sytematic review and reasosn of exclusion 

Study Reason for Exclusion 

Albertson, 2013 Conference abstract of excluded thesis study 

Albertson, 2013 Intervention is compassionate body scan and LKM (not CFI) 

Alden 2015 Instruction based CFI task through VR for acting compassionately  

Alliger-Horn et al. 2016 Intervention is Imagery Rescription (Not CFI) 

Armstrong, 2012 Intervention is Guided imagery intervention (not CFI) 

Ascone et al., 2015 conference abstract  only of included study (Ascone et al. 2017) 

Brougham et al. 2019 Conference abstract of excluded thesis study (Brougham, 2018) 

Brougham, 2018 Application of CFI in Intellectual Disabilities, not measuring effectiveness  

Campion, 2015 Intervention psychoeducation and meditation (Not CFI) 

Dennington, 2012 Intervention as compassionate meditation on memory (not CFI) 

Desborders et al. 2012 Intervention is CCBT and MAT (not CFI) 

Gee, 2012 Only used self-reported mood rating – no formal mood measure. 

Gilbert et al. 2006 Correlational study of visualization intervention 

Gilbert, 2009 Book chapter without empirical data 

Hackmann, 2005 Case Study 

Jacob et al. 2015 Intervention is Imagery rescripting (not CFI) 

Kelly, 2010 CFI Intervention had additional components (Letter writing and self-talk) 

Kelly 2012 Duplicate thesis of excluded study (Kelly, 2010) 

Kelly et al. 2010 Published journal article of excluded thesis study (Kelly, 2010) 

Kelly, Zuroff & Shapira, 2009 Intervention includes letter-writing tasks in addition to CFI  

Kiley et al. 2018 Intervention is Guided imagery intervention (not CFI) 

Lee, 2005 Case Study 

McLeod et al. 2016 Conference abstract only of an included study (Campbell et al. 2019) 

Naismith 2016 Correlation study and qualitative components – No access to full text  

Naismith et al. 2019 Qualitative study 

O'neill & McMillan, 2012 Conference abstract only of included thesis study (O‘neill, 2011) 

Penessi & Wade, 2018 Intervention is Imagery Rescripting (not CFI) 

Pinto-Gouveia et al. 2019 Intervention includes mindfulness, valued action alongside compassion  

Reynolds et al., 2019 Intervention is viewing compassionate images (not CFI) 

Rockliff et al. 2008 Correlation study – no pre- / post- comparison for CFI 

Simmonds, 2016 Participants received CFT-E group alongside study intervention  

Synder-Roche 2012 Intervention is guided imagery - No access to full text 

Toole & Craighead, 2016 Intervention is compassionate body scan (not CFI) 

Toole, 2019 Intervention is compassionate meditation (not CFI) 

CFI: Compassion Focused Imagery, CFT: Compassion Focused Therapy, CCBT:Computerised Cognitive 

Behaviour Therapy, MAT: Mindful Attention Training,VR: Virtual Reality,  
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APPENDIX D: Participant Information Sheet and Consent Sheet 
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APPENDIX E: Dissociative Seizures Study Interview Schedule 

 

 

Interview Schedule  

 

Could you tell me a bit about yourself and your experiences up until your diagnosis for 

dissociative seizures? 

 

What does compassion mean to you?  

 

What is the importance of being compassionate towards oneself? 

 

How do you treat yourself when things go wrong/when you make a mistake?/ How do 

you treat yourself when things are difficult? 

 

How do the seizures affect the way you treat yourself/How do the seizures affect what 

you think about yourself? 

 

Can you think of a time you were compassionate towards yourself? What did that look 

like? 

 

How easy/difficult is it for you to treat yourself kindly? 

 

What gets in the way of being more self-compassionate?/Could you tell me about some 

of the reasons that make it more difficult to be kind to yourself? 

 

What helps you take a more self-compassionate stance?/What would help someone to 

become more self-compassionate? 
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APPENDIX F: Questionnaires 
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APPENDIX G: Submission Guidelines for Environment and Behaviour 
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APPENDIX H: Ethical Approval Letter for Greenspaces study 
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APPENDIX I: Greenspaces Study Interview Schedule and Suggested prompts 

(as reported by MSc Research Team)
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APPENDIX J: Participant quotes supporting all of the emergent themes 



 135  
 

 



 136  
 

 

 



 137  
 

 

 



 138  
 

 

 



 139  
 

 

 



 140  
 

 

 



 141  
 

 

 



 142  
 



 143  
 



 144  
 



 145  
 



 146  
 

 
  



 147  
 



 148  
 



 149  
 



 150  
 



 151  
 



 152  
 



 153  
 



 154  
 



 155  
 



 156  
 



 157  
 



 158  
 



 159  
 



 160  
 



 161  
 



 162  
 



 163  
 



 164  
 

  



 165  
 

 


